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ABSTRACT 
The lack of physical activity (PA) among African American (AA) women is a 
predisposition to chronic diseases associated with obesity. Women, particularly AA women, who 
are between 35 and 60 years of age, are particularly noted to be at highest risk for developing 
obesity-related chronic diseases. Few PA studies have included AA women older than 25 years 
of age and younger than 65 years of age (Carter-Parker, Edwards, & McCleary-Jones, 2012). 
All analyses were conducted using SPSS Version 21 (Armonk, NY: IBM Corporation) 
and statistical significance was assumed at an alpha value of .05. The assumption of normality 
for continuous variables was tested using skewness and kurtosis statistics. The statistical 
assumptions of linearity, normality, and homoscedasticity were analyzed using p-p plots and 
residual analysis. Pearson’s r correlation was used to test for associations between the survey 
instruments. 
 This exploratory cross-sectional, multivariate study used Pender’s (1996) Health 
Promotion Model (HPM) to explore whether personal factors and interpersonal influences have 
an impact on commitment to a plan of action for PA among AA women. The study sample 
consisted of 130 AA women 30 years and over in the southeastern section of the Unites States. 
 The major findings of this study indicated that personal factor, body image, did not 
influence AA women to commitment to a plan of action. However, interpersonal influences 
including family, friends, peers, and healthcare providers did have a significant impact on 
commitment to a plan of action for PA among AA women. 
 The significance of this study’s findings may guide healthcare professionals in 
developing strategies that will improve PA among AA women to reduce health disparities related 
to chronic diseases. Although findings of this study cannot be generalized to the larger 
vi 
population, the study’s results add to the current knowledge and the importance of interpersonal 
influences on AA women to commitment to a plan of action for PA among AA women. 
 Finally, it is recommended that (a) AA women are recruited as participants in 
intervention studies; and (b) PA programs for AA women are established in social gathering 
settings. 
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CHAPTER 1 
Introduction 
PA is considered the cornerstone for improving and maintaining a positive health status. 
In addition, PA is critical in preventing some illnesses, especially chronic diseases (U.S. 
Department of Health and Human Services [USDHHS], 2010a). Some of the benefits of PA 
include improved cardiovascular function, stroke prevention, decreased risks of hypertension, 
metabolic disorders, such as type 2 diabetes, overweight and obesity, and certain types on 
malignancies. PA is defined as engagement in moderate-intensity aerobic physical activity for 
150 minutes per week, or 21 minutes per day of moderate-intensity aerobic activity (USDHHS, 
2010a). “PA requires more energy than resting and contributes both to physiologic stability and 
high-level functioning and assists individuals in actualizing their physical performance potential” 
(Pender, Murdaugh, & Parsons, 2002, p. 156). Exercise is a subcategory of PA performed during 
leisure time that is scheduled consistently, regularly, and focused on improving or maintaining 
emotional and physical health. This study will use the definition of PA as defined by the 
USDHHS. 
The USDHHS (2008a) and the Physical Activity Guidelines Advisory Committee rated 
the evidence of health benefits as strong, moderate, or weak for different age categories. The 
rating system was based on the type, number, and quality of published research and reports 
utilizing the results of previous research studies. Scientific evidence documents the role of PA in 
(a) reducing the risk of premature deaths, (b) managing chronic health problems, (c) improving 
cardiorespiratory and metabolic health, (d) decreasing the risks for overweight and obesity, and 
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(e) preserving bone, joint, and muscle health (Crespo et al., 2001; USDHHS, 2008a); Wendel-
Vos, Droomers, Kremers, Brug, & Van Lenthe, 2007). 
Racial and Ethnic Disparities 
Nearly one third deaths in the U.S. are from cardiac diseases and certain types of cancers 
(U.S. Census Bureau, 2009). These disease states are responsible for nearly three-fourths of all 
mortalities among females and males in young adult and middle-aged life from 25 to 64 years of 
age. Although most mortalities for all racial/ethnic populations occur from chronic diseases, 
mortality rates vary considerably across racial/ethnic population groups (U.S. Census Bureau, 
2009). AA females and males have higher mortality rates from cardiovascular accidents than 
white females and males, regardless of socioeconomic status (SES). After the age of 65, black-
white differences in cardiovascular disease mortality rates are less, with rates converging at the 
oldest ages. Although there has been a significant decrease in mortality rates from CVD in the 
last 50 years, a decline nearly thirty years ago has decreased at a lesser rate for Blacks than for 
Whites, producing larger racial/ethnic disparities (U.S. Census Bureau, 2009). 
Blacks also have the highest incidence of some cancers and highest death rates than 
Whites or Hispanics (U.S. Census Bureau, 2009). Mortality rates for all cancers sites are one 
third higher for Blacks than for Whites and greater than twice as high as Hispanics. However, in 
the last 10 years, Black males have shown a significant decline in cancer rates and mortality rates 
compared to all populations and gender-specific groups. 
In contrast to Blacks, Hispanics have shown a decreased age-standardized mortality rate 
from all causes, CVD, and cancer than Whites (U.S. Census Bureau, 2009). These rates represent 
females and males, and for all Hispanic groups, including Mexican-Americas, Cuban Americans, 
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and mainland Puerto Ricans. Researchers from the San Antonio Heart Study reported greater all-
cause, CVD, and coronary heart disease deaths among Mexican Americans than non-Hispanic 
whites (U.S. Census Bureau, 2009). 
This study explored the influence of personal factors and interpersonal influences on AA 
women’s commitment to a plan of action for PA. The health promotion model (HPM) (Pender et 
al., 2002), was used as the conceptual framework for this study. The specific concepts of the 
model used in the current study are explained later in this dissertation. 
I employed an exploratory study design to explore the relationship among personal 
factors and interpersonal influences to commit to a plan of action for PA in AA women. 
Furthermore, there will be a discussion of the impact of lack of PA on AA women’s health and 
what is known about personal and interpersonal factors which may or may not influence AA 
women’s commitment to a plan of action for PA. 
Statement of Problem: Background 
Racial/ethnic groups are twice as likely than Caucasians to experience most of the major 
chronic illnesses and diseases (USDHHS, 2010a). More than one third of Americans have one or 
more chronic disease such as CVD, strokes, diabetes, obesity, and some cancers. Chronic 
illnesses and diseases are attributable to 70% of American mortalities every year. These chronic 
illnesses and diseases occur most often in poor population groups than the non-poor and are 
mediated by race/ethnicity (USDHHS, 2010a).  
Nearly 43% of Americans over 65 years of age report that they do not engage in PA 
(USDHHS, 2010a). This lack of PA is a predisposition to chronic diseases associated with 
obesity. Women, particularly AA women, who are between 35 and 64 years of age, or middle 
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age, are particularly noted to be at highest risk for developing obesity-related chronic diseases 
(Carter-Parker, Edwards, & McCleary-Jones, 2012). There are few published studies that address 
35- to 64-year-old AA women who are at increased risk of both physical inactivity and chronic 
disease. Although progress has been made to help persons live healthier physically active 
lifestyles, disparities persist (Centers for Disease Control and Prevention (CDCP, 2010). The 
least active individuals include obese people, females, adults ages 30-65, AA, and low-income 
individuals (Carter-Parker et al., 2012). 
Health problems associated with obesity are a growing concern in the U.S., as morbidity 
and mortality rates associated with obesity are on the rise (USDHHS, 2010a). According to the 
Office of Minority Health, more than 50% of all AA women aged 20 to 70 years were obese 
(USDHHS, 2010a). Furthermore, in 2008, approximately 70% of all AA women were considered 
obese (CDCP, 2010; OMH, 2009). Prevalence of obesity, defined as abnormal or excessive fat 
accumulation that may impair health, or a body mass index (BMI) greater than or equal to 30, 
has increased significantly since 1980 (World Health Organization, 2015). 
 Furthermore, for middle-aged women, regular PA has demonstrated both psychological 
and physiological benefits (Carter-Parker et al., 2012). Despite verified research related to health 
risks from obesity, AA women, including those who are considered obese, report greater comfort 
with and even idealization of fuller figures and still perceive themselves to be attractive (Dittmar, 
2009; Hesse-Biber, Livington, Ramirez, Barko, & Johnson, 2010; Kelch-Oliver & Ancis, 2011). 
AA women emphasize the cultural standards related to “making what they have work for them” 
Kelch-Oliver & Ancis, 2011, p. 348). Therefore, because of this cultural influence on AA 
women’s acceptance of larger body sizes, PA programs geared specifically toward weight 
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reduction do not appeal to AA women (Carter-Parker et al., 2012; Kelch-Oliver & Ancis, 2011). 
This is likely more appealing to White women, therefore making current efforts to increase PA 
among AA women ineffective. Although both the CDCP and the Surgeon General have 
recommended participation in PA to reduce the incidence and prevalence of obesity (CDCP, 
2010), this rationale for PA appears to lack appeal for AA women (Kelch-Oliver & Ancis, 2011), 
reducing the likelihood that this group will engage in this critical health promotion behavior. 
Finally, consistent findings in these studies have indicated that PA needs to have purposefulness 
that is meaningful to AA women (Bucholz & Artinian, 2009; Kumanyika & Yancey, 2009; 
Murrock & Madigan, 2008; Wilbur, Vassalo, Chandler, McDevill, & Miller, 2009; Young & 
Stewart, 2006). Nevertheless, the CDC and the Surgeon General have recommended 
participation in PA giving the primary rationale of reducing the incidence and prevalence of 
obesity. This lack of a meaningful rationale, and the persistence of fuller body size as attractive, 
pose barriers to AA women engaging in PA, which has numerous health benefits that are not 
being communicated to them in an appealing and accepting manner. 
Philosophical Perspective 
The philosophical perspective that underpins this study is the post-positivist worldview 
(Creswell, 2009). The post-positivist view is a deterministic philosophy that focuses on causes 
and effects or outcomes. The post-positivist views challenge the absolute truth of knowledge and 
recognizes scientist’s inability to be certain regarding their claims of knowledge when 
researching behaviors and actions of individuals.  
According to Phillips and Burbules (2000), the post-positivist tradition originates from 
19th century writers such as Comte, Mill, Durkheim, Newton, and Locke. Post-positivist 
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researchers study problems that relate to the significance of identifying and evaluating the causes 
that influence outcomes. Knowledge gained through a post-positivist approach is dependent on 
strict observation and measurement of the non-subjective reality that occurs in the world. 
Therefore, the scientific method, which is the accepted method of inquiry by post-positivists, 
starts with a theory, collects the data, and makes the evidential revisions before engaging in 
additional inquiry. 
In Polit and Beck’s (2008) research, post-positivist assumptions have represented the 
traditional form of research in the Western world. Primarily, post-positivists recognize that total 
objectivity cannot be obtained. Consequently, evidence obtained through post-positivist research 
informs the probable state of a phenomenon rather than providing absolute knowledge (Polit & 
Beck, 2008). Statistical tests represent these probabilities. 
Conceptual Framework 
The Health Promotion Model (HPM) by Pender (1996) and Pender, Murdaugh, and 
Parsons (2011) served as the model to guide this study (see Figure 1). The HPM shows the many 
dimensions which individuals possess as they interact within their environment to seek health. 
The model is situated to be a complementary counterpart to enhance models of health protection 
(Pender, 1996). Furthermore, the HPM model is directed at improving a client’s level of health 
and well-being. To assess this complementary relation, Pender’s health promotion behavior 
(HPB) instruments permit the measurement of constructs relative to HPB. Indeed, seminal 
research by Pender (1996) showed that nurses can successfully intervene with individuals to 
assist them in improving their health status by adopting HPB. 
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Figure 1. Revised Health Promotion Model. 
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 The HPM has been used extensively in the discipline of nursing (Pender, 1996; Pender, 
Walker, Sechrist, & Frank-Stromberg, 1990). The explicit assumptions serve as HPM’s 
ontological foundations. Furthermore, the theory provides a framework by which to examine a 
specific phenomenon that leads to a new understanding or different ways of considering the 
phenomenon. Health outcomes that have been successfully examined using the HPM include 
predicting health-promoting lifestyles in the workplace and ambulatory cancer patients, PA 
beliefs and behaviors of boys and girls in junior high school, and determinants of PA among 
Taiwanese and Korean populations. The specific concepts of HPM make it unique through the 
utility of disease prevention and health promotion for individuals, families, and communities. 
Explanation of the HPM provides logical reasoning and reference to existing knowledge sources 
that lead to a full understanding of the meaning of the concepts and their relationships to each 
other. Furthermore, the theory expands to encompass behaviors for enhancing health and applies 
across the lifespan. Finally, there are examples of research related to the theory as the theory is 
opened for further testing and development.  
The HPM is a competence, approach-oriented model (Pender, Walker, Sechrist, & Frank-
Stromberg, 1990). The HPM proposes a framework for integrating nursing and behavioral 
science perspectives with factors influencing health behaviors. Derived from expectancy-value, 
social cognitive theories, and nursing experiences, the HPM is set within a holistic nursing 
framework (Pender, 1996). Furthermore, within the HPM are mediators and moderators which 
are deeply rooted in the biological, psychological, and sociocultural components of the model. 
Mediators are social support, interpersonal norms, role modeling, perceived benefits, and 
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perceived barriers. Moderators of the HPM portray behavior as being influenced by an interplay 
among environmental settings and biological and psychosocial factors.  
The model also offers a guide to explore the complex biopsychological processes that 
motivate individuals to engage in behaviors directed toward enhancing health (Pender et al., 
2002). Uniquely, HPM emphasizes human beings viewed holistically, but parts can be studied in 
the context of the whole. Given the HPM theory’s versatility and accommodation for diversity, 
the utility of the model makes it beneficial for this study. The justification for use of the HPM to 
inform our understanding of commitment to a plan of action for PA among AA women indicates 
that the model is deeply rooted in social-cognitive, nursing, and public health theories, depicting 
the multidimensional nature of individuals interacting with their interpersonal and physical 
environments as they pursue health (Pender et al., 2002). 
In addition, health behavior is a multifaceted process, and several variables influence 
behavior performance. Finally, the HPM focuses on a desired intention to perform a behavior 
rather than a threat to perform a desired behavior. The Health Belief Model (HBM) focuses on a 
threat as the motivation for behavior and is limited to two or three explanatory variables, as are 
the Theory of Reasoned Action (TRA) and Theory of Planned Behavior (TPB). Therefore, the 
HPM was selected as a framework for this study. These two theories (TRA and TPB) will be 
discussed later in this section. 
The application of HPM has been limited in research related to AA women (Garcia et al., 
1995; Lusk, Ronis, & Hogan, 1997; McCullagh, Lusk, & Ronis, 2002; Shin, Jang, & Pender, 
2001; Shin, Yun, Pender, & Jang, 2005; Wu, Pender, & Yang, 2002). As such, HPM gives 
direction for planning programs and developing resources to meet the Healthy People 2020 
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objectives that are specifically targeted toward decreasing racial/ethnic health disparities in 
chronic diseases such as CVD, hypertension, strokes, diabetes, and some cancers.  
 While the HPM proposes 10 determinants within the model, this study will examine three 
determinants: personal factors, interpersonal influences, and their effect on commitment to a plan 
of action (see Figure 2). Personal factors include body image, age, race, height, weight, and 
gender; interpersonal influences include family, friends, peers, and health providers; and 
commitment to a plan of action include when, where, and how the behavior will be realized. A 
basic tenet of the HPM is that behavior is influenced more by individual perceptions about an 
occurrence rather than by the occurrence itself (see Figures 1 and 2, and Table 1). 
Within the Individual Characteristics and Experiences category, personal factors include 
the unique characteristics that define an individual or group of individuals. These are considered 
as biological, psychological, and sociocultural factors. These characteristics are considered to 
have a direct influence on HPB and an indirect impact through their influence on behavior-
specific cognitions and affect (Pender et al., 2002). 
In this study, personal factors include body image, age, race, height, weight, and gender. 
Body image is researched as a personal factor for its influence on commitment to a plan of action 
for PA among AA women. Additionally, expansion of the HPM is explored by incorporating 
body image within the Individual Characteristics category as a personal factor and body image as 
a Behavior-Specific Influencing Factor. Therefore, body image will be studied as an individual 
determinant and for its combined influence with social support, each perceived as contributing to 
commitment to a plan of action for PA. 
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Individual Characteristics       Behavior Specific Cognitions 
       and Experiences and Affect Behavior Outcome 
 
  
Figure 2. Graphical depiction of theory tested. 
 
Table 1 
Conceptual Framework for This Study 
Concept MRT Focus Empirics 
Individual 
Characteristics and  
Experiences 
 
Personal Factor 
 
 
Body Image 
 
Demographic Profile 
Body Image Quality of 
Life Inventory Tool 
Behavior-Specific 
Cognitions and 
Affect 
 
 
Interpersonal 
Influences 
 
Family, friends, 
peers, healthcare 
providers 
Exercise Social Support 
Tool 
 
Behavior Outcomes 
 
Commitment to plan 
of Action 
Plan, set goals, 
perform behavior Planning Exercise Tool  
 
Interpersonal 
Influences 
Personal Factors 
Behavior 
Outcome 
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Inclusion of body image expands the model by providing (a) a means of identifying 
specific beliefs as resources that enhance and encourage commitment to a plan of action, as well 
as beliefs that decrease the chances of commitment to a plan; (b) knowledge to facilitate design  
of interventions that are culture-specific to AA women; and (c) additional avenues to identify 
and target at-risk populations. 
Additionally, interpersonal influences are incorporated under the category of Behavior-
Specific Cognitions and Affect and are considered amenable to nursing anticipatory guidance 
and interventions (Pender et al., 2002). Interpersonal influences are cognitions about behaviors 
directly and indirectly from social pressures or attitudes that encourage or discourage 
commitment to a plan of action. Expectations of significant others through social support and 
observations of significant others are avenues of interpersonal influences. Primary sources 
include influences from family, friends, peers, and healthcare providers. 
The Behavioral Outcome category includes commitment to a plan of action and HPB 
(Pender, 1996). This commitment includes identification of definitive strategies for eliciting, 
carrying out, and reinforcing the behavior (Pender, Murdaugh, & Parsons, 2005). The attitude of 
commitment involves plans that result in behaviors to be carried out.  
Alternate theories considered for this study include the Health Belief Model (HBM), 
Theory of Reasoned Action (TRA) (Ajzen & Fishbein, 1980), and the subsequent Theory of 
Planned Behavior (TPB) (Schifter & Ajzen, 1985). Unlike the HPM, the HBM is an avoidance-
oriented model where fear of danger or threat is the primary source of motivation. Threat of 
illness is a central concept in the model. This is a limitation for the planned investigation. 
Although immediate threats to health have been shown to motivate action, threats lack the same 
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motivational strength as indicated in the HPM. In addition, while the HBM is appropriate as a 
model for disease-preventing behavior, it is clearly inappropriate as a model for health-
promoting behavior. Moreover, the HBM uses protective motivation through the perception of 
the severity of a health threat (Pender et al., 2002). Finally, the HBM would not be the most 
effective model for the planned study as perceived barriers are shown to be the most powerful 
dimension of the model in explaining or predicting various preventive behaviors and not 
promoting health behaviors. 
The TRA and TPB consider the individual’s behaviors, views of self, and socio-cultural 
environments as accurate predictors of intention (Pender, Murdaugh, & Parsons, 2015). Both 
theories assume that behavior is under an individual’s volitional control and that individuals can 
make choices related to their behavior. However, Ajzen and Fishbein (1980) believed that 
behavior is not completely under the control of the individual. The TRA and TPB were 
inappropriate for the current investigation due to the assumption that both attitude and subjective 
norms are amenable to change. This can motivate an individual to comply with expectations of 
others rather than to achieve self-motivated goals and expectations. This was a limitation for the 
current investigation because although these interventions may target attitudes and beliefs about 
outcomes, and values related to the models contain a component of motivation, the overall 
conceptualization of motivation is not present. Moreover, self-efficacy is the most accurate 
predictor of a health actions and behavior but only explains approximately one-third of the 
variance of exercise performance. Lastly, for the rationales indicated, further study and 
expansion of these models are needed to contribute to the science of behavior change (Pender et 
al., 2015). 
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Theoretical Definition of Terms  
Key terms in the HPM are health-promoting behavior (HPB), interpersonal influences, 
personal factors, commitment to a plan of action, perceived benefits of action, perceived barriers 
to action, and perceived self-efficacy. Specifically, in this study: 
 Interpersonal Influences include family, peers, friends, healthcare providers, norms, 
social support, role models, and perceptions concerning the behaviors, beliefs, or 
attitudes of relevant others regarding engaging in a specific health behavior. 
Interpersonal Influences were measured using a Social Support scale (Garcia et al., 
1995). 
 Personal Factors are general characteristics of the individual that influence health 
behavior such as age, race, ethnicity, and sociocultural status (Pender, Garcia, & 
Ronis, 1995). Personal factors were measured using a demographic profile. 
 Commitment to a plan of action includes cognitive processes that carry a person 
through actual engagement and sustained involvement in any HPB or practice 
(Pender, 1996; Pender et al., 2011). Commitment to a Plan of action was measured 
using the Commitment to a Plan of Action scale (Pender, Garcia, & Ronis, 1995). 
Definition of Key Concepts 
In the current study, the three concepts that were tested in the HPM include personal 
factors, interpersonal influences, and commitment to a plan of action. The relevant personal 
factors predictive of a given behavior are considered by the nature of the behavior (Pender et al., 
2002). Personal factors are classified as biological, psychologic, and sociocultural. The specific 
personal factors are limited to those that are theoretically relevant to explain or predict a given 
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behavioral outcome. “Interpersonal influences are cognitions involving the behaviors, beliefs, or 
attitudes of others, which may or may not correspond with reality” (Pender et al., 2002, p. 38). 
Social norms, social support, and modeling are interpersonal influences. These interpersonal 
influences determine an individual’s predisposition to engage in health-promoting behaviors. 
Finally, the third concept is commitment to a plan of action that initiates a behavioral event by 
indicating intention to carry out a health behavior including the identification of specific 
strategies to do so. Commitment pushes the individual into action to perform the targeted 
behavior. However, commitment alone without strategies to initiate the target behavior may 
result in failure to perform the behavior (Pender et al., 2002). 
 An African-American (AA) woman is a person having origins in any Black racial 
groups of Africa. The term AA also includes individuals who self-identify as “Black, 
AA, or Negro” (U.S. Census Bureau, 2009). Note: For consistency, AA women will 
be synonymous with the term Black women in this current study. 
 Body image was theoretically defined as one’s perceptions and attitudes in relation to 
one’s own physical characteristics (Cash & Fleming, 2002). Body image was used to 
describe a multidimensional and contextual self-perception of one’s body size, shape, 
and appearance (Cash, Ancis, & Strachan, 1997; Cash & Pruzinsky, 2002). Body 
image was operationalized in the current study as scores on the Body Image Quality 
of Life Inventory scale (Cash & Pruzinsky, 2002). 
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Statement of Purpose 
The purpose of this study was to explore whether personal factor, body image, and 
interpersonal influences, family, friends, peers, and healthcare providers, affect commitment to a 
plan of action for PA among AA women.  The following research questions were addressed: 
1. Are there relationships between body image and commitment to a plan of action for 
PA among AA women? 
2. Are there relationships between family, friends, peers, healthcare providers and 
commitment to a plan of action for PA among AA women? 
3. Does a relationship exist between body image and family, friends, peers, and 
healthcare providers when predicting for a commitment to a plan of action for PA 
among AA women? 
Theoretical Propositions 
The HPM is based on the following propositions: 
 Prior behavior and inherited and acquired characteristics influence beliefs, affect, and 
enactment of HPB. 
 Persons are more likely to commit to and engage in HPB when significant others 
model the behavior, expect the behavior to occur, and provide assistance and support 
to enable the behavior. 
 Families, friends, peers, and healthcare providers are important sources of 
interpersonal influence that can increase or decrease commitment to and engagement 
in HPB (Pender, Garcia, & Ronis, 1995). 
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Theoretical Assumptions 
The HPM is based on the following assumptions, which are reflective of nursing and 
behavioral science perspectives:  
 Individuals seek to create conditions of living through which they can express their 
unique human health potential. 
 Persons have the capacity for reflective self-awareness, including assessment of their 
own competencies. 
 Individuals seek to actively regulate their own behavior. 
 Individuals, in all their bio-psychosocial complexity, interact with the environment, 
progressively transforming the environment and being transformed over time. 
 Health professionals constitute a part of the interpersonal environment, which exerts 
influence on persons throughout their lifespan. 
 Self-initiated reconfiguration of person-environment interactive patterns is essential 
to behavior change (Pender et al., 2002). 
Assumptions 
The following is assumed in this study: 
 Respondents had adequate knowledge of personal ethnicity to confirm an AA or 
“Black” identification prior to their participation in the study. 
 AA women’s perceptions of body image, family, friends, peers, and healthcare 
providers, influence a commitment to action in ways that differ from persons of 
another ethnicity. 
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 Nurses have a unique opportunity to provide guidance to AA women regarding 
commitment to a plan of action for PA. 
 Increasing PA will assist in eliminating health disparities in AA women.  
 Most AA women view a thin body as unhealthy, and a fuller figure as attractive, even 
if they are obese. 
Summary 
There is a gap in current research based upon examination of peer-reviewed literature 
regarding body image and family, friends, peers, and healthcare providers and their impact on 
AA women’s commitment to a plan of action for PA. These variables have been widely 
researched across genders, racial and ethnic backgrounds, and in chronic diseases. However, 
limited studies have examined the relationship of personal factors and interpersonal influences 
on commitment to a plan of action for PA in AA women. This exploratory study used an 
observational cross-sectional design by providing information that determined the existence and 
direction of personal and interpersonal influences on AA women’s commitment to a plan of 
action for PA. This study will be beneficial in designing interventions and programs to improve 
PA in AA women. Lastly, this current study will expand the HPM by exploring the influence of 
other personal factors and interpersonal influences of health-promoting behaviors for AA 
women. 
The following chapter will include the literature review related to personal factors and 
interpersonal influences which might affect commitment to a plan of action for PA among AA 
women.  
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CHAPTER 2 
Literature Review 
Introduction  
This chapter presents an overview of PA, followed by a selection of research regarding 
health benefits of PA, racial and ethnic disparities related to PA, and attitudes of AA women 
towards PA. The HPM theory, the guiding framework for this study, is briefly reviewed as a 
more in-depth discussion was presented in Chapter 1. Finally, research regarding personal factors 
and interpersonal influences are discussed. 
An initial literature search was conducted using the following databases: The Cumulative 
Index for Nursing and Allied Health (CINAHL), Pub Med Central (PMC), PsychInfo, Social 
Science Index, and Dissertation. Key words searched included personal factors, interpersonal 
influences, body image, PA, and exercise. Based on historical data, the type, number, and quality 
of published research, as well as consistency of findings across studies, 57 articles were 
determined to be appropriate for this literature review. To ensure the study is well informed, 
literature initially accepted for review was delimited to the years between 1935 and 2016. All 
research reports are presented in English using human subjects. Finally, the literature is 
interdisciplinary and derived from the fields of nursing, medicine, public health, social sciences, 
sports medicine, and psychology. 
Overview of Physical Activity 
The review of the literature indicated that racial-ethnic health disparities exist among 
minorities and ethnic groups despite equitable access to the healthcare (Kumanyika & Yancey, 
2009). Although improvements have been made with new and improved health programs to 
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assist individuals to live a healthier physically active lifestyle, disparities persist (CDC, 2009). 
Specific population groups that are the most inactive include obese individuals, females, adults 
aged 30-65, individuals with low socioeconomic status, and AA women (CDC, 2009; 
Kumanyika & Yancey, 2009). New studies have shown that there are stark differences in health 
outcomes between AA and Caucasians with the same chronic conditions, even after receiving 
care at the same healthcare facilities. Diagnoses, treatments, and quality of care can vary greatly 
depending on many factors that affect minority communities including lack of PA, language 
barriers, lack of insurance coverage, and differential healthcare based on the population group. 
Today, the challenge is to adequately address racial and ethnic minority health disparities now of 
rapidly increasing racial and ethnic diversity (U.S. Census Bureau, 2010). 
Improving PA participation is a goal that the WHO has targeted to help decrease the 
incidence of chronic diseases (USDHHS, 2013). Chronic illnesses and diseases can be the results 
of physical inactivity and the frequency and duration of PA that benefit each condition can vary. 
PA intervention studies have focused on the impact that PA plays in health outcomes such as 
decreasing the incidence of premature deaths and coronary heart disease, improving mental 
health cognition, and musculoskeletal health (USDHHS, 2008). Additionally, intervention 
studies have examined the improved effects of PA in many groups including men and women, 
children, adults, people with disabilities, and pregnant women. Health initiatives geared toward 
improving the health status of individuals such as the past First Lady Michelle Obama’s “Let’s 
Move: America’s Move to Raise a Healthier Generation of Kids” include PA guidelines, dietary 
initiatives, health literacy, and health care quality requirements (USDHHS, 2008). Once health 
advantages from PA begin to be evident, increased quantity of PA provide additional health 
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advantages, including improved cardiorespiratory health, decreased obesity, and improved 
musculoskeletal health. Many chronic conditions affected by lack of PA occur with increasing 
age. Individuals who are reducing the likelihood of chronic health conditions may require years 
of consistent and regular PA to realize the health benefits of PA across the life-span. 
Specifically, health benefits gained from PA are seen in children, adolescents, young and 
middle-aged adults, older adults, women, men, various racial/ ethnic groups, and individuals 
with disabilities and chronic conditions (USDHHS, 2013). Finally, health advantages from PA 
are not weight-dependent. Therefore, individuals who are of normal weight, overweight, and 
obese will gain health and fitness benefits by engaging in PA regularly and consistently. 
AA Women Attitudes and Physical Activity 
Research findings suggest that AA women perceive PA to be broader than just exercise  
(Bucholz & Artinian, 2009). The perception of PA for AA women is a combination of planned 
exercise and routine daily activities such as caregiving, housekeeping, walking, occupational 
activities, and workday activities. Studies using focus groups conducted with AA women and 
men revealed that individuals engaging in everyday physical labor were requiring adequate rest. 
This study suggests that the participants did not view PA as a healthy behavior, but an additional 
stressor (Bucholz & Artinian, 2009). This perception of PA as a stressor is further indicated in 
key extrapolations from several studies (Kumanyika & Yancey, 2009; Murrock & Madigan, 
2008; Wilbur et al., 2009). Although AA women are aware of the weight loss benefits of PA and 
the risks associated with inactivity, the appearance of a heavier and fuller body size is preferred 
from a social and cultural standpoint. Body image concerns and how their bodies appear to 
significant others are important to AA women (Bucholz & Artinian, 2009). Some of the other 
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advantages of PA besides weight loss have equal importance, and include better memory recall, 
stress reduction, increased energy, improved cardiovascular health, and decrease in orthopedic 
concerns (Wilbur, McDevitt, & Wang, 2008). 
 Huston, Evenson, Bors, and Gizlice (2003) conducted a cross-sectional telephone survey 
to examine associations between perceived neighborhood characteristics, access to places for 
activity, and leisure-time PA in the Southeastern part of the U.S., which included six contiguous 
counties. The study used a population-based sample of 1796 adults at least 18 years of age. The 
participants responded to a 133-item telephone survey assessing self-report leisure-time PA. The 
findings of the study indicated certain neighborhoods with trails and other facilities for PA may 
be more amenable to leisure-time PA. Neighborhoods’ environmental makeup and the 
availability of locations for PA were associated with race, education, and income. Blacks and 
American Indians were among those with low income and less education. The advantages of this 
study were sample size and diversity of sample in relation to age, income, education, and large 
geographical location. The disadvantage of Huston et al.’s study was the use of a telephone 
survey which might not have captured more nuanced attitudes, emotions, and feelings about 
leisure-time PA.  
Racial and Ethnic Health Disparities 
Individuals, families, and communities that have regularly and consistently experienced 
social and economic disadvantages face greater obstacles to a favorable health status (USDHHS, 
2016). Major characteristics including race, ethnicity, socioeconomic status, age, or gender 
identity, and geographic location are “social determinants of health” and have been linked to 
predisposing factors known to influence health status. 
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These “social determinants of health” are living environments and conditions in which 
people are born, grow, live, and work that enhance or negatively affect the health of individuals 
and communities (USDHHS, 2016, p. 4). Other factors that contribute to poor health outcomes 
have been identified to exist along racial and ethnic lines. These include poverty, low SES, and 
inadequate availability of health care. 
The National Health and Nutrition Examination Survey (NHANES) was designed to 
obtain a national representative sample of Blacks and Mexican Americans. As people grew 
older, lack of PA increased, but for Mexican Americans, presence of physical inactivity was 
obviously high early in adult life. During the NHANES III (CDC, 2013), the lack of PA was 
observed among non-Hispanic Blacks and Mexican Americans (Crespo, Smit, Andersen, Carter-
Pokras, & Ainsworth, 2000). 
The CDC in 2004 updated health status surveillance for racial/ ethnic census tracts and 
neighborhoods and identified involvement in PA as part of the Racial and Ethnic Approaches to 
Community Health survey. This survey highlighted Blacks, Hispanics, Asian/Pacific Islanders, 
and American Indians. The median percentage of males who met the PA guidelines ranged from 
24.1% among Asian/Pacific Islanders to 42.9% among American Indian communities. The 
median among females ranged from 17.3% in Asian/Pacific Islanders communities to 35.9% in 
American Indians communities. Racial/ ethnic census tracts and neighborhoods were less likely 
to be involved in PA than the larger population. Nationally, including all racial/ethnic groups, 
49.6% of men and 42.9% of women met the standard guidelines of PA (CDC, 2009). 
The specific kind of PA in which racial and ethnic groups preferred to engage were 
different from those of non-Hispanic Whites. For example, community dancing was regularly 
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one of the top five PA types reported among non-Hispanic Black and Mexican American men 
and women as well as among non-Hispanic White women. Non-Hispanic White men cited golf 
as one of their top 10 activities, whereas Black men and Mexican American men preferred 
basketball, baseball, and soccer as popular forms of PA.  
In summary, according to NHANES, variations in PA among minorities have been 
established in that females engage in PA less than males. The lack of PA was higher in females 
than in males, but it was highest among minority females, particularly AA females. While 
promotion strategies need to be developed to increase PA among these vulnerable populations, 
specifically AA females would benefit from a decreased incidence of chronic diseases such as 
CVD, strokes, diabetes, some cancers, and hypertension. 
Brief Review of Theoretical Framework 
HPM theory (Pender, 1996; Pender et al., 2002) holds that an individual has unique 
personal characteristics and experiences that impact subsequent actions. Behavioral specific 
knowledge and affect have important motivational importance related to health-promoting 
behaviors. These health-promoting behaviors should result in better health outcomes, enhanced 
functional ability, and improved quality of life throughout all stages of life. Therefore, the 
preferred behavioral outcome which can be influenced by personal factors and interpersonal 
influences can result in favorable health, personal fulfillment, and a productive quality of life. 
Personal Factors 
Personal factors included in the HPM involved the unique characteristics that define an 
individual or group of individuals including biological, psychological, and sociocultural factors 
(Pender, 1996). Personal factors are considered to have a direct influence on health-promoting 
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behavior and an indirect impact through their influence on Behavior-Specific Cognitions and 
Affect, which may or may not be further mediated or moderated through commitment to a plan 
of action for PA (see Figure 1). According to the HPM model, these factors are the results of a 
given behavior and influenced by inherent features of the target behavior that is being 
considered. Therefore, personal factors should be limited to those factors that are theoretically 
relevant to explain or predict the behavior of the targeted group (Pender et al., 2015). In this 
current study, personal factor included body image. 
Body image. Body image (BI) is a multidimensional and contextual self-perception of 
one’s body size, shape, and appearance (Cash & Fleming, 2002). Historically, BI has been 
defined by diverse groups of psychologists, physicians, and philosophers. Although BI research 
has grown over the past 50 years, integration of the diverse definitions and theories of BI has not 
occurred (Cash & Pruzinsky, 2002). In describing the complexity of BI, Cash and Pruzinsky 
(2002) observed that “despite its long history, the concept of BI has remained rather elusive, in 
part because it has meant different things to different scientists and practitioners” (p. 7). In 1935, 
BI was described as “the tridimensional image everyone has about himself” (Schilder, 1935, p. 
11). Schilder (1935) proposed that “one could visualize the body from the front, sides, and back, 
but not all three at the same time” (p. 11). From the psychodynamic perspective, BI has been 
defined as “the cumulative set of images, fantasies, and meanings about the body and its parts 
and functions; it is an integral component of self-image and the basis of self-representation” 
(Kreuter, Lukwago, Bucholtz, Clark, & Sanders-Thompson, 2002, p. 31). 
Referring to BI, Cash (1994) proposed a cognitive-behavioral, multidimensional view 
that includes three dimensions: evaluation, investment, and affect. Evaluation refers to the 
 
26 
satisfaction-dissatisfaction component, investment refers to the behaviors one devotes to 
appearance, and affect refers to the emotions one feels in relation to appearance. Cash’s (1994) 
multidimensional definition was used in the current study. 
For the current study, BI is examined for its influence on commitment to a plan of action 
and for inclusion in the HPM. Although not addressed in the HPM model, BI is implied in the 
holistic framework through sociocultural ties and impact on perception of sociocultural and 
historical experiences of AA women. Assessment of BI is considered an integral component of 
holistic health assessment. An individual’s BI perception can activate biologic processes that 
may mediate health status (Pender et al., 2002). 
Cash’s research, both published and unpublished on BI over the past 40 years, has 
brought the empirical advances of the 1990s into prominence (Kreuter et al., 2002). This 
research has contributed greatly to a holistic approach in health promotion. The development of 
the Body Image Quality of Life Inventory (BIQI) instrument permits measurement of the elusive 
construct BI. Although Cash and Fleming (2002) tested the BIQL instrument with 116 female 
students at a large public university including Whites, AA, Asians, and other minorities, the 
utility of the BIQI instrument has been primarily with Whites and Hispanics. In addition, to date, 
most of Cash’s research has been conducted with college samples. Although the research has 
diversity in age, race, and ethnicity, little research has been focused on BI of AA women and 
their BI’s influence on their commitment to a plan of action for PA (Odoms-Young, 2008). 
 Using a grounded theory framework, Odoms-Young (2008) examined factors that 
influence the BI of 22 AA Sunni Muslim women. The second largest religion in the world, Islam 
is the fastest growing religion in the U.S. In addition, Odoms-Young (2008) explored a deeper 
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understanding of how black women conceptualize body image and how cultural interactions and 
norms impacted their conceptualizations. The images of the Muslim women’s bodies were 
related to racial and religious identities, family, and social roles, and how these factors intersect 
to shape black women’s images of their bodies in contrast to expected societal norms. 
 The emergent themes of the Odoms-Young (2008) study revealed that the Muslim 
women’s views about the how they perceived their bodies were largely from a socio-cultural 
position related to body size, shape, social and family expectations, cultural norms and values, 
and religious beliefs. Some of the comments made by the Muslim women included, “After I had 
my baby, my stomach was just out of shape,” “I find that when it comes to physical size, women 
of color, black women, specifically, they don’t care as much about their size, whereas Caucasian 
women are more absorbed in their weight and counting calories”. Lastly, “I receive support from 
men because men don’t like skinny women”. In this study, Muslim men were vocal in how they 
felt Muslim women should tend to their bodies related to shape, size and appearances. The 
Muslim women were supportive and accepted views Muslim men held about their appearances. 
The women presented no resistance to the men’s long-standing cultural beliefs, cultural 
expectations, and value held regarding bodily appearances. (Odoms-Young, 2008, p. 2580). The 
findings of this study are consistent with previous research, in that the role of romantic 
relationships and marriages are significant in AA women’s body image perceptions. The 
strengths of this study were the actual words of the participants, the meanings of the words used, 
and the consideration of social interactions within the social and cultural contexts that shaped 
Black Muslim women’s body image perceptions. 
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Kumanyika, Wilson, and Guilford-Davenport (1993) conducted an exploratory survey 
study (N=500) of AA women who attended health department clinics or who worked for a health 
and human services agency. The purpose of the study was to determine their weight-related 
attitudes and health practices regarding dieting and exercise. The sample consisted of overweight 
and non-overweight AA women 25-64 years of age. The overweight women perceived 
themselves as being overweight and were dissatisfied with their weight compared to the normal 
weight women who expressed satisfaction regarding not being overweight. Awareness of 
obesity-related chronic illnesses and diseases was high, but the perceived psychosocial 
consequences of being at-risk for chronic illnesses and diseases were significantly low. Almost 
half of moderately and severely overweight women considered their body shapes and sizes to be 
attractive or very attractive, which indicated a mostly positive body image. The overweight 
women were less likely to participate in PA, less likely to omit meals, and more likely to eat 
snacks in-between than the normal weight women. Among the women who had never attempted 
to lose weight (N=368), the overweight women were significantly more likely to have increased 
their weight during their most recent trials to lose weight. The findings of this study suggested 
that in overweight AA women, the absence of negative social pressure combined with a positive 
body image may diminish the extent to which weight reduction efforts are initiated or 
maintained. 
 Kelch-Oliver and Ancis (2011) conducted a study (N=16) to examine AA women’s body 
image at a large southeastern university. The study used focus groups and individual interviews. 
The following questions were examined: “What are the body image-related experiences of AA 
women?”; “What are the challenges of body image from AA women’s perspective?”; and “What 
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are some of the factors (family, romantic relationships, peers, media, and society) that influence 
AA women’s body image experiences?” Previous research has demonstrated that families, 
friends, society, and culture play a role in the development of body image concerns (Cogbill, 
Sanders Thompson, & Deshpande, 2011; Dittmar, 2009; Hesse-Biber et al., 2010).  
Study results indicated that multiple factors influence AA women’s BI. The results of this 
study indicated that many AA women were satisfied with their BI and did not conform to 
societal standards of appearance. Rejection of the thin body ideal and acceptance of a shapelier, 
heavier appearance were predominant. Furthermore, the participants expressed greater comfort 
with various shapes and sizes based on what they perceived as different standards of beauty 
within Black culture versus White culture (Kelch-Oliver & Ancis, 2011). 
Interpersonal influences such as men, family, and peers seemed to exert a major impact 
on their perception of BI. However, participants also expressed frustration regarding the 
conflicting messages they received from media about weight and appearance. Many participants 
reported that a Black body ideal was larger than that encouraged by the dominant culture, and 
that this ideal standard included being “shapely and curvy.” Lastly, the participants who seemed 
more immersed within Black culture and who attended Historically Black Colleges and 
Universities identified more with Black cultural body image standards and less concerned about 
body weight.  
Although the sample in the Kelch-Oliver and Ancis (2011) study was small, the strength 
of this qualitative study was the record of actual words spoken by the participants, allowing the 
researcher to capture emotions and feelings attached to the participants’ perceptions and body 
image experiences. 
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Parker (2012), a writer at The Washington Post, published the results of a body image 
poll conducted by the Kaiser Family Foundation and The Washington Post. The national 
telephone survey was the most extensive look at the BI of (N=1776) AA women using a 
telephone survey. Relative to the poll, 28% of AA women stated that being physically attractive 
was “very important.” For this group, attractiveness was defined as having a full figure and more 
curvaceous body type and size, which was different from the mainstream culture of thinness as 
the standard of attractiveness. The poll indicated that AA women were heavier and happier than 
any other group of women.  
The poll results compared to previous studies that have examined BI perceptions of AA 
women.  Similarities in studies that have examined BI perceptions of AA women included the 
following: a larger body size is more attractive and healthier; family and friends view a heavier 
body as more attractive; and AA women “make what they have work for them.” Results of the 
Kaiser Family Foundation and The Washington Post poll found two predominant views: (a) AA 
women’s views of health as “not fat, thick, big-boned, full-figured, acceptance of yourself and 
how you present yourself” (Parker 2012, p. 4), and (b) AA women believe weight status does 
affect health as evidenced through their dialogue and participation in fitness programs to control 
their weight. This large study contradicted some of the earlier studies by revealing evidence that 
AA women indicated conflict between happiness with larger body size and health risks of 
obesity. 
The strengths of this poll were the sample size and diversity of the sample. A second 
strength of this study was the consistency in the findings compared to previous studies. Finally, 
capture of the emotions, feelings, and actual words of AA women’s BI perceptions, attitudes, and 
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detailed verbal expressions helps to reveal a more in-depth understanding of AA women’s 
perceptions of their BI. A weakness of the study was that it was based on self-report responses 
which were subject to recall and response bias. 
Summary. As a group, the overview about body image experiences in AA women 
indicated that perceptions of body image are developed through social interactions and cultural 
and historical contextual experiences. Some research suggested that AA women/girls might 
overeat in response to the stress of perceived racism. However, there was even more evidence to 
support the position, which Odoms-Young (2008) asserted, that body image development was 
more historically related to racial, cultural, and religious identities, and family and social roles. 
The perceptions of AA women’s body image were in contrast with those projected by the 
dominant culture. Kelch-Oliver and Ancis (2011) explored the influence of family, friends, 
peers, and culture on body image experiences of AA women. The fact that personal factors 
played a significant role in body image development of AA women supported the need for more 
extensive theoretically based research involving AA women and their body image experiences.  
Furthermore, the large telephone exploratory study (N=1776) conducted by Parker (2012) 
revealed that AA women’s body image contextual experiences are best understood through the 
illumination of AA women’s voices which provide meanings and interpretations of their lived 
experiences. However, despite the research regarding the significant, negative impact of being 
overweight and obesity on health status, AA women view a larger and more curvaceous body 
type and size as physically more attractive than the thin, ideal appearance projected by society. 
The Parker survey captured the emotions, feelings, and verbal expressions of the participants’ 
experiences. It is expected that this current study will expand this body of work by exploring the 
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influence of personal factors such as body image on commitment to a plan of action for PA 
among AA women. 
Interpersonal Influences 
Interpersonal influences reflect one of the six behavior-specific cognitions of the HPM. 
Interpersonal influences include expectations of family, friends, peers, and healthcare providers, 
emotional support, and encouragement, and imagined participatory learning while observing 
others engage in a behavior (Pender, 1996). Expectations of significant others through emotional 
and social support and observations of others are avenues of interpersonal influences. Cognitions 
concerning behaviors, beliefs, or attitudes may or may not correspond with reality but create an 
individual’s reality. Primary sources of interpersonal influences are family, friends, peers, and 
healthcare providers (Pender, 1996; Pender et al., 2002). 
Specific influential factors were explored to determine whether AA women are willing to 
commit to a plan of action for PA. Understanding the influences of family, friends, peers, and 
healthcare providers is important when exploring factors that influence commitment to a plan of 
action for PA in AA women. 
To predict PA among AA women, Sharma, Sargent, and Stacey (2005) conducted the 
first study (N=240) that looked at the relative importance of four kinds of social support relative 
to AA women. The AA women in the study were participants at community health centers and 
churches. The study examined the relationship of social support and leisure-time PA. It was 
found that emotional social support, which referred to supporting someone through feelings of 
empathy, love, and caring was the most important factor for this group of AA women, followed 
by instrumental support, which involved the provision of tangible aid and services; informational 
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support referred to guidance and informal counseling, whereas appraisal support was making 
informational materials assessible that can be used for evaluation of behavioral progress and 
development, respectively. 
The results of the study indicated that identification of specific and modifiable 
determinants for AA women was needed to plan meaningful health interventions that promoted a 
commitment to a plan for PA. Although some interventions were designed to increase PA in AA 
women, this study indicated that effective interventions reflected the cultural uniqueness of AA 
women’s attitudes, family values, customs, and communal resources that differentiate them from 
other subgroups. The findings of this study were consistent with the study conducted by Cogbill 
et al. (2011), which found that AA women with strong concerns for and ties to family and 
community were more likely to report meeting recommended levels of PA. 
Furthermore, qualitative studies by Harley, Heaney, Buckworth, and Ellis (2009), 
Sanderson, Littleton, and Pulley (2002), and Crespo et al. (2000) asserted that social support and 
AA women for whom religiosity were high reported meeting PA recommended levels. The 
researchers concluded that it was imperative to address these unique characteristics and design 
interventions based upon their influences on AA women’s commitment to a plan of action for 
PA.  
Sanderson et al. (2002) studied AA women (N=567) living in rural Alabama. Among the 
567 women who were classified in PA groups, 221 met the guidelines for PA. The factors 
associated with women meeting the guidelines compared to those who were inactive were 
attending religious services and seeing people exercise in the neighborhood. The PA guidelines, 
developed jointly by the CDC (2016) and the American College of Sports Medicine (ACSM) 
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specified that adults engage in moderate-intensity PA for at least 30 minutes on 5 or more days 
per week or vigorous-intensity activities for at least 20 minutes on 3 or more days per week 
(ACSM, 2008; CDC, 2016). 
The findings showed that 260 participants were not meeting recommendations. 
Furthermore, 86 participants (15%) were inactive. The researchers found that social support, 
cultural influences, and environmental factors played an important role in PA among rural AA 
women. Because most of the participants were physically inactive (no moderate or vigorous 
activities) or underactive (less than established guidelines) compared to non-rural areas or in 
other geographic locations, it was important to consider other factors such as interpersonal and 
physical environmental influences that were associated with little PA among AA women 
(relative to their lack of engagement in PA). The strength of this study was the sample size. In 
addition, the researchers examined more broadly the interpersonal, cultural, and environmental 
factors that affected PA behavior in AA women. A weakness of this study was that the telephone 
surveys may underrepresent self-report responses and self-report on number of minutes engaged 
in PA, which may be subject to recall and response bias. 
Harley et al. (2009) used a grounded theory approach to examine the role of companions 
in supporting PA participation in AA women (N=15). The participants were AA women 25-45 
years of age with a median age of 33 years. The purpose of the study was to develop a 
framework describing the process of PA evolution among AA women. The participants were 
divided into two focus groups. The findings of this study indicated that companions (co-workers, 
family members, friends, husbands/partners, church members, neighbors, and exercise group 
members) were an important feature of integrating PA into daily life among AA women. Social 
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support—the resources exchanged through social relationships—was one factor that has long 
been recognized to affect health and has been consistently associated with PA. Sociocultural 
influence, social support, and social engagement were the functions that companions served. 
Additional supportive capacities included motivational, social, facilitative, and instructional. 
Although the findings of this study were consistent with the study conducted by Sharma et al. 
(2005), this study was consistent in finding appraisal support to be the least important of the four 
types of social support among AA women. Additional findings of this study revealed that a 
variety of sources of social support are important for PA among AA women, including 
healthcare providers. 
The strength of this study was the use of grounded theory to “unravel the elements of an 
experience and create a framework for understanding how elements fit together to embody the 
process of undergoing that experience” (Glaser & Strauss, 2012, p. 4). This approach provided a 
pathway for researchers to develop theoretical explanations of human behavior collected in data 
from the participants. 
 Previous studies with AA women and PA participation have shown that specific barriers 
have predicted PA among this population. Carter-Parker et al. (2012) conducted a study of AA 
women (N=153), 35-64 years of age living in Oklahoma to explore some of the barriers. The 
population sites were at three local churches, three employers, a local women’s health forum, 
two local beauty parlors, and local community events. Previous studies with AA women and PA 
participation have shown that specific barriers have predicted PA among AA women population. 
This study found that attitude towards PA and perceived behavior control for PA were the most 
significant predictors of PA. Therefore, to design culturally appropriate health interventions for 
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AA women, an understanding of attitudes among AA women related to PA was beneficial. 
Although the sample size (N=153) was significant, the population from Oklahoma may not share 
similar attitudes as other AA women who are not living in the southwestern section of the 
country. 
Adams, Burns, Forehead, and Spurlock (2015) implemented a community-based walking 
program to promote PA among AA women ages 35-69. The sample (N=29) consisted of married, 
divorced, widowed, single/never married, with/without children, and employed/unemployed, 
homemaker, retired, and unable to work. Each participant developed an individualized, tailored 
walking routine. All participants completed a pre-intervention questionnaire regarding their past 
and current PA. Participants engaged in weekly sessions to gain support and continue PA 
participation. During the weekly sessions, participants were encouraged to ask questions and 
share their accomplishments, as well as their challenges. Through email and text messages, the 
participants formed two walking groups. Each group established its own days and time for 
walking. Although only five women initially signed up for group two, the attendance frequently 
exceeded that number. 
At the completion of the 5-week walking program, 25 out of the original 29 AA women 
completed the post-intervention questionnaire. The findings from this intervention study 
indicated that community-based exercise programs, combined with group support, was an 
effective strategy to maximize PA exercise sessions among AA women. 
The strengths from this study were the utility of pre- and post-intervention 
questionnaires, AA women across the life span, and diverse demographics. Information in this 
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study provided additional insight into the current study regarding AA women across the life span 
as well as a diversity in demographics. 
Bopp et al. (2006) conducted focus groups to inform the development of a faith-based PA 
initiative with AA women and men. The participants (n=44) were adult members of AA 
churches in South Carolina. The eight focus group sessions included adults considered sedentary 
or underactive and at least 18 years old, and took place intermittently over a 5-month period. The 
moderators of the groups, who were all AA women, were trained to facilitate focus groups. 
The findings of the study indicated religion had a prominent place in the AA culture and 
that church institutions promoted spiritual, mental, and physical well-being. Therefore, 
examining the perceived link between religion and PA is crucial to expand and inform our 
knowledge on promoting PA in a faith-based environment. Scriptural and other spiritual material 
were in the focus group data concerning health messages. The findings also suggested that 
spirituality, the church, and social interactions within the church were meaningful components of 
AA lives when designing interventions to increase PA among this high-risk population. In 
addition, many previous health promotion interventions that included spiritual messages in health 
programs were successful. In my clinical experiences with AA, especially women, spirituality is 
closely linked with health and should be taken into consideration when planning and initiating 
health promotion programs. Finally, health promotion programs that include the entire family or 
consider familial influences may be essential to facilitate lifelong, effective PA programs for 
AA. 
The strengths of this study highlighted the need for PA to be available in the AA 
churches and faith-based settings. PA programs offered in the church or faith-based settings 
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facilitate the unique relationships between religion or spirituality and health. Furthermore, the 
study provided important information for understanding the attitudes and experiences with PA 
among AA that could guide health professionals in developing health policies that are culturally 
and spiritually effective for this population. Finally, this study captured the actual statements, 
emotions, and feelings of the participants, which increased the richness of the data. 
Although the sample size was small, the findings are consistent with other studies exploring PA 
among AA. 
In a study conducted by Thomas, Mosley, Stallings, Nichols-English, and Wagner 
(2008), AA and Caucasian women were recruited from a family medicine clinic in a southeastern 
academic health center. A total of N=30 AA and Caucasian female participants were enrolled in 
this study. Findings of the study revealed that AA women disagreed with the ideal body weights 
that are used as goals for weight loss due to the influences of family members and themselves 
that a larger body size is more attractive. This lack of family support for weight loss had 
implications for AA women to engage in health behaviors to initiate health behavior change for 
weight loss strategies. There were common themes in perception of obesity among AA and 
Caucasian women, including emotional eating, dislike for the word “obese,” health problems, 
and low self-esteem. However, themes unique to the AA female participants were also barriers to 
exercises including inadequate transportation, lack of safe places to exercise, dislike for PA, 
disagreement with ideal body weight, satisfaction with body size, dislike for sweating, and it 
“messes up my hair” (Thomas et al., 2008, p. 179).  
The findings regarding AA women and barriers to exercise were consistent with past 
studies conducted by Nies, Vollman, and Cook (1999). These findings informed health 
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professionals in their development of culturally appropriate strategies for weight loss reduction 
in AA women. 
Peterson (2011) examined the impact of perceptions and attitudes of AA women toward 
living an active lifestyle. Seven AA women participated in a 12-week church-based PA 
intervention program, attended a focus group session, and completed a survey after a church-
based PA program. After completion of the intervention program, a focus group was held to 
collect data on the participants’ perceptions and attitudes regarding PA, as well as to evaluate the 
intervention strategy used to promote PA. 
After analysis of the data, the four major concepts that emerged included past experiences 
with PA, benefits of it, challenges associated with it, and factors facilitating it. Some of the 
statements participants made were, “physical activity was fun,” “I dislike physical activity and 
sweating” and “the doctors—they are the experts, but they don’t say anything about it.” 
Comments related to facilitators of PA were “when God speaks, we have to obey,” “He’s got a 
plan for us,” and “His plan isn’t for us to sit and eat and be overweight and inactive” (Peterson, 
2011, p. 69). 
The participants believed PA improved health and prevented chronic diseases. However, 
they also believed their primary responsibility was to take care of family needs and job 
responsibilities, leaving little time for personal health needs such as PA. They further believed 
that their participation in PA would increase if recommended by their health provider, family, 
friends, and church members. Use of the social cognitive and sociocultural theories were 
significant in gaining a deeper understanding of processes acquired through social interactions 
and the influences of parents, peers, cultures, and beliefs on PA and learning experiences.  
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Commitment to a Plan of Action 
A commitment to a plan of action goes beyond intention and includes identification of 
effective strategies for eliciting, commencing, and reinforcing behavior (Pender et al., 2002). The 
attitude of commitment without definitive plans may not; thus, it is not an either-or phenomenon. 
Excessive perfectionism can lead to self-destruction and diseases such as anorexia nervosa 
(Bastiani, Rao, Weltzin, & Kaye, 1995). Committed runners have a higher risk of becoming 
obsessively addicted to exercise, thus creating a potentially stressful situation for their health. 
Thornton and Scott (1995) conducted a study to examine the negative aspects of excessive 
commitment in runners. Most runners (77%) whose activity levels were elevated would be 
considered moderately or highly addicted to this health behavior. The subjects identified 
mastery, competition, and weight regulation as the main incentives for them to run. The action of 
perfectionism in running appeared to be self-imposed, as is perfectionism in anorexia nervosa 
(Bastiani et al., 1995) and binge eating disorders (Pratt, Telch, Labouvie, Wilson, & Stewart, 
2001). 
On the other extreme of the commitment continuum, an individual would exhibit low 
levels of action toward exercise. The issue that emerges for health professionals at this end of the 
continuum becomes “dropout” rates. Within six months of beginning a program in a clinical 
setting, dropout rates can be estimated to be at least 50% (Dishman, 1982). Individuals who drop 
out of sport activities usually have a decreasing sense of rewards, satisfaction, and investment, 
while their sense of costs and competing alterative activities is increasing.  
Gillett (1988) focused on obese women and found that commitment to achieving an 
established goal was a motivating factor in their ability to complete the program. Expressions of 
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goal commitment included statements such as “I want to go to aerobics program in town” and “I 
gave my word” (p. 28). This study had a 94% rate of adherence. Gillett believed that because the 
obese women were exercising in a group of individuals with similar weight concerns, the obese 
women felt comfortable and bonded strongly, thus increasing their ability to commit to their 
exercise program. 
Commitment to an exercise plan is a major factor that influences someone to exercise 
(Nies et al., 1999). In a study of European women by Nies and colleagues (1999), “lack of time” 
was identified as a major factor influencing a woman’s commitment to exercise. Therefore, 
commitment to a plan of action is a cognitive determinant which commences a behavior 
outcome. 
The HPM supplies a lens for viewing the multidimensional nature of individuals in 
making health promotion choices and a framework for predicting specific health behaviors in 
AA women (Pender et al., 2002). Furthermore, the HPM facilitates identification of strategies to 
facilitate and reinforce the behaviors. Lastly, the HPM provides direction for understanding the 
rationale for persons to commit to a plan of action. 
Summary 
This chapter began with an overview of interpersonal influences, followed by a selection 
of research regarding AA women and interpersonal influences that impact their commitment to a 
plan of action for PA. Two elements of this study allowed it to answer the “So what?” question 
regarding making a significant contribution to the literature. First, unlike most of the studies 
about this topic, the current study uses the HPM as a guide for exploring the field of inquiry. Use 
of this theoretical framework permitted guided exploration of a personal factor and interpersonal 
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influences of AA women toward commitment to a plan of action for PA. Furthermore, while 
most previous work focused on PA in other women, this study focused on a specific personal 
factor, BI, and interpersonal factors, family, friends, peers, and healthcare providers, which 
influence commitment to a plan of action for PA engagement among AA women. The chapter 
concluded with a brief overview of how the utility of the HPM theory should result in improved 
health status, enhanced functional ability, and better quality of life. 
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CHAPTER 3 
Methodology 
Knowledge development regarding health promotion and adopting a health behavior 
change in higher risk groups is needed, because it is well known that health disparities are most 
severe in morbidity and mortality for AA women. It is also well established that, for example, 
even small increases in PA can have beneficial cardiovascular as well as psychological effects. 
How can AA take advantage of PA in health promotion? Pender developed a comprehensive 
HPM (see Appendix A, Figure 1) in which there is a pathway to commitment to a plan of action 
for PA, and this is also an outcome of this current study. The current study is an exploration of 
personal (characteristics of the individual) and interpersonal (related to the social circle of the 
individual) influences on PA among AA women. The specific cultural perceptions of AA women 
are sought; therefore, by necessity, they are the focus, and other racial and ethnic groups are 
excluded. 
One pathway of Pender’s model was tested in this study in answer to the question, “Do 
factors influence the decision-making processes of AA women in commitment to a plan of action 
for PA?” In this study, body image (BI), a personal factor, is potentially distinct for AA women 
as they live their day-to-day lives among those around them whose opinions are consequential. 
Of equal importance is that knowledge generated from this study will be informational for AA 
women as communities try to fit health messages with specific audiences. The knowledge 
generated by this study will inform healthcare professionals in how to improve the health of AA 
women through effective health messages to AA women, understanding how personal and 
interpersonal influences are related to AA women’s likelihood of committing to a plan for PA. 
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Methods 
This study used an observational, cross-sectional survey design to explore whether 
personal factor, body image, and interpersonal influences, family, friends, peers, and healthcare 
providers, have an influence on AA women’s decisions to commit to a plan of action for PA. 
A review of extant literature, explained further, indicated that there is not a developed 
knowledge basis for designing effective interventions for health promotion regarding PA in all 
populations. Specifically, it is unknown what influences the decision-making of AA women to 
commit to PA in their lifestyles. In addition, a long-range goal for this line of research is to 
identify specific and modifiable determinants for this population to plan meaningful health 
interventions that can be implemented to promote PA among AA women. 
PA has been found to be important in reducing morbidity and mortality rates and the risk 
for developing chronic diseases such as coronary artery diseases, diabetes, depression, some 
cancers, and obesity (U.S. Department of Health and Human Services, 2000). However, one-
third of the U.S. population report no participation in leisure-time PA (PA during free time). 
Many of the chronic illnesses that underlie increased morbidity and mortality are related to a lack 
of PA, among other factors (Carter, Edwards, & McCleary, 2012; Sharma et al., 2005). Many 
relate the need for PA with the desire to control or lose weight (Kirchhoff, Elliot, Schlichting, & 
Chin, 2008). However, many AA women do not have a strong motivation to lose weight due to 
the influence of cultural expectations to have a heavier, curvy physique (Kelch-Oliver & Ancis, 
2011). The unfortunate reality is that AA women may de-prioritize PA and lose out on the 
longevity, health, and quality of life benefits (Bucholz & Artinian, 2009). Therefore, given these 
gender and racial health disparities, identification of specific and modifiable determinants for 
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AA women is essential to planning culturally-appropriate strategies to engage AA women in 
regular PA. The Pender HPM (see Appendix A, Figure 1) will be used to examine commitment 
to a plan for action, in this case, PA. 
 The potential benefits of PA on the health status of AA women in an area that has already 
been explored using well-reputed instruments makes a quantitative method approach appropriate 
for this study. In addition, a correlational, multivariate study provides detailed, empirical data 
that clarify the theoretical relationships proposed. Finally, the methodology is located within a 
theoretical framework which has assumptions that are consistent with my clinical and academic 
knowledge, experience, and values regarding the problem. Therefore, the quantitative paradigm 
is a good fit for answering the research question and is appropriate for this study. 
 The Pender HPM provides a nursing/health framework for explaining and effecting 
improvement for health promotion, including ending health disparities. A key aspect of her 
model offers a guide for exploring the complex biopsychosocial processes that motivate 
individuals to engage in behaviors directed toward the enhancement of health (Pender et al., 
2011).  
 Conceptually, referring to the Pender model, the study tested personal factor, BI, and 
interpersonal influences, family, peers, and healthcare providers, and commitment to a plan of 
action. This study explored influencing factors to determine which most strongly relates to AA 
women’s commitment to a plan of action for PA. BI is the major personal factor of interest in 
this study. According to previous studies as discussed in Chapter 2 (Dittmar, 2009; Hesse-Biber 
et al., 2010; Kelch-Oliver & Ancis, 2011), findings indicated that BI for AA women plays a 
significant role in the intention to commit to PA. AA women report greater comfort and even 
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idealization of fuller figures and still perceive themselves to be attractive, even if they are obese 
(Dittmar, 2009; Kelch-Oliver & Ancis, 2011). Finally, rather than using thinness as the 
“mainstream” standard of beauty, AA women emphasize the cultural standards related to a 
heavier, curvy body and “making what they have work for them” (Kelch-Oliver & Ancis, 2011, 
p. 348). Therefore, because of the cultural influences on AA women’s appearance for larger 
body sizes, PA programs geared towards weight reduction do not appeal to AA women. 
Philosophical Foundation 
Quantitative methodologies adhere to the post-positivist paradigm wherein reality is 
explained in terms of probabilities (Creswell, 2009). This process is facilitated through the 
objective assessment of subjects to obtain knowledge that is believed to be an accurate, reliable, 
and valid account of the phenomenon under study. Consequently, the researcher must strive to 
eliminate bias that comes from the introduction of personal values and priori experience when 
collecting and performing statistical data analysis. In this deductive approach, a priori 
hypotheses will be tested to disaffirm the truthfulness of a null hypothesis (Creswell, 2009; 
Munro, 2005). Testing a hypothesis is appropriate when enough is known about a variable to 
permit objective assessment of a relationship with another variable. In this instance, sufficient 
information was known about the variables (personal factor, interpersonal influences, and 
commitment to a plan of action) to allow testing of their relationships. 
Research Hypotheses 
1. H0:   There are no relationships between personal factors and commitment to a plan of 
action among AA women for PA. 
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Ha:   There are relationships between personal factors and commitment to a plan 
of action among AA women for PA. 
2. H0:  There are no relationships between interpersonal influences and commitment to a 
plan of action among AA women for PA. 
Ha:   There are relationships between interpersonal influences and commitment to 
a plan of action among AA women for PA. 
3. Ho:  There are no moderating relationships among personal factors and interpersonal 
influences, and commitment to plan of action among AA women for PA. 
Ha:   There are moderating relationships among personal factors, interpersonal 
influences, and commitment to a plan of action among AA women. 
Purpose  
The purpose of this study was to explore whether personal factor, body image, and 
interpersonal influences, family, friends, peers, and healthcare providers, affect commitment to a 
plan of action for PA among AA women. 
Research Design 
This study used an observational, cross-sectional survey design for data collection, data 
analysis, and data integration at the discussion stages of the research (Creswell, 2009). Using the 
cross-sectional survey design, the researcher used surveys for data collection and to make 
inferences from a sample to a population. The study explored whether personal factor and 
interpersonal influences, as measured by validated instruments, predict whether personal factor 
and interpersonal influences affect commitment to a plan of action for PA among AA women. A 
commitment to a plan of action is defined as the intention to carry out a certain health behavior, 
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including identification of specific strategies to do so. Thus, it is a valid indicator of actual 
behavioral follow-through. Thus, the commitment to a plan of action is a strong outcome 
variable for a predictive study relative to the “real-world” of following through with the PA 
(Pender et al., 2011). 
The research instruments that were used in this study include a demographic profile, 
Body Image Quality of Life Inventory (Cash, 2002), Exercise Social Support (Pender, Garcia, & 
Ronis, 1995), and Planning for Exercise (Pender, Garcia, & Ronis, 1995). 
Procedure 
Following Institutional Review Board (IRB) approval at the University of Tennessee and 
approval of the presidents of two chapters within the sorority organization (see Appendix H), 
recruitment of subjects took place at the regularly scheduled monthly meetings of the sorority. In 
response to a telephone call to two of the chapters’ presidents requesting to recruit participants 
for the study, approval to recruit at the meetings was granted. Later, an oral presentation of the 
study by the PI was provided to the sorority’s memberships at both sites during a scheduled 
monthly meeting as part of the recruitment process. Due to the lack of published studies, the 
current study attempted to generate knowledge regarding whether personal factors and 
interpersonal influences affect AA women’s commitment to a plan of action for PA. 
Convenience sampling, snowball techniques, recruitment flyers (see Appendix D), and 
oversampling were utilized to obtain the required number of participants for the study. A power 
analysis, later described in detail, states that a minimum of 84 participants is required for the 
study. To determine a sample size that would yield adequate statistical power, a medium effect 
size of .3, as defined by Cohen and Cohen (1988) was used, along with an alpha of .05, a beta of 
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.20, and a two-tailed hypothesis. These values yielded a required sample size of at least 84 AA 
women. If recruitment at both sorority sites does not yield the needed minimum of 84 
participants, a secondary plan will be to recruit at local AA community churches using flyers and 
then subsequent referrals/snowball sampling. All members attending the organization’s meetings 
will have completed a bachelor’s degree or higher. 
To facilitate recruitment, flyers with details of the study were shared and posted in the 
two meeting areas at both sorority sites where monthly meetings were held. To further increase 
participation if necessary, members of the sorority were permitted to communicate about the 
study to others by word of mouth. All participants were reminded that participation was 
voluntary. The participants could withdraw at any time without penalty, meaning without loss of 
any services and privileges to which they are otherwise entitled. Participants were told they 
would not receive any financial incentives for participating in the study (see Appendix C, 
Informed Consent Form). 
There was a boundary established between the activities of the study and the organization 
for recruitment through the following: It was made clear in all recruitment materials, 
announcements, and presentations of the study there were no requirements related to being a 
member of the sorority. There was some danger that a participant might feel a “sense of duty” to 
participate. In addition, the PI and the sorority presidents clearly and consistently stated that 
participation in the study was voluntary, and not tied in any way to sorority membership.  
 The relationship of the PI as a partner with the organization was specifically clarified by 
the sorority’s presidents and PI in the monthly sorority’s meeting, so members were not misled 
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or pressured through any sense of obligation that participation was expected or would be 
beneficial to the organization. 
The PI provided a sign-up sheet at the check-in desk for sorority members who wished to 
participate in the study to provide their names and email addresses. Additional members who 
wanted to participate in the study was told to contact the PI directly by using the PI’s email 
address or telephone. Recruitment was to continue for one month if the required number of 
participants (N=84) was not achieved or until over-sampling was achieved. 
The Qualtrics system at the University of Tennessee’s OIT Department was chosen due 
to Qualtrics’ security and backup procedures. Dr. Rochelle A. Butler, of OIT University of 
Tennessee Research Computing Support, indicated that HIPPA and FERPA are the responsibility 
of the owner of the survey data, and therefore could control the access to the data. All UT 
Qualtrics accounts required a UT NetId and password to access a user’s account. Therefore, 
access to a researcher’s account was secure. 
 An Excel spreadsheet of all the email addresses of the participants was created in the 
Qualtrics system. All survey questions from the demographic form, Exercise Social Support 
Scale, Body Image Quality of Life Scale, and Planning for Exercise Scale, were presented 
through the Qualtrics system. Once the survey questions were written in Qualtrics, a unique 
hypertext link was created for each participant. The researcher copied and pasted the unique link 
into a separate email for each participant to notify each participant, individually, that the research 
questions were ready to be accessed. Participants were not aware of identities of any other study 
participants. Only the PI, faculty advisor, and biostatistician had access to the study data. Once 
logged into the system, the participants responded to the eligibility questions on a separate screen 
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before moving to the consent form screen. The inclusion criteria for the study were that the 
individual be (a) self-identified as AA or Black woman, (b) 30 years of age or over, (c) able to 
speak and write English, and (d) have a device with Internet access. The exclusion criteria 
included (a) if you answer no to any of the above criteria, (b) self-identify as a non-AA or Black 
woman, (c) are unable to provide consent, (d) are unable to speak and write English, (e) are an 
AA woman younger than 30 years of age, and (f) do not have a device with Internet access. The 
participants viewed a screen that allowed them to check a box indicating YES for eligibility or 
NO for non-eligibility. Then the participants could move to the consent form (see Appendix C, 
Informed Consent). 
 The Informed Consent Form included an introduction to the study, its purposes, and what 
it would involve. The following instructions were on the screen: “If you answered NO to any of 
the eligibility criteria, you are ineligible to participate. Simply close your browser. Thank you for 
your time and interest.” If the participant was eligible, a prompt read, “Please move to the next 
screen.” The following screen read, “There are no known risks to answering these questions, but 
if you become uncomfortable about the survey questions, help is always available at the National 
Crisis Center telephone number (1-800-273-8255).”  Participants were shown a statement that 
they could decide to withdraw from the study at any time without penalty, meaning without loss 
of any services or privileges to which they were otherwise entitled. Participants were informed 
that if they withdrew from the study, data collected up until that point would be included in the 
data analysis. The participant advanced to the next screen which read, “If you continue to answer 
the survey questions, this indicates implied consent to participate in the study.” Completion of 
the survey questions took approximately 25 minutes. After completion of the survey questions, 
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the next screen read, “You have completed the study survey questions. Please close your 
browser. Thank you!” 
If study participants became unable to complete all the questions in one sitting, a screen 
read, “If you are unable to complete the questions in one sitting, click the “Save” button to save 
the data collected and return later. Then, simply close your browser.” Later, the participant was 
permitted to access the Qualtrics system using their unique hyperlink to complete the survey 
questions. Participants who did not complete the survey within 7 days were prompted via email 
to return to the Qualtrics system to complete the survey questions. A total of two prompts every 
7 days were sent to the participants to complete the survey. 
Setting and Sample 
A convenience sample of AA sorority women 30 years of age or older who lived in the 
southeastern region of the United States and who were members of a local sorority were 
recruited at the Ivy League Sorority Community Center in Durham, North Carolina and at the 
Knee-High Preschool in Hillsborough, North Carolina, where the monthly meetings were held. 
These sorority chapters were not in any way affiliated with the University of Tennessee or any 
university, and potential participants represented a wide variety of ages. I chose a sorority with a 
large AA woman membership. In the chosen sorority, members who attended the monthly 
meetings were highly educated professionals who held a minimum of a bachelor’s degree. It was 
thought that highly educated AA women would be more thoughtful in their responses and more 
aware of the benefits of PA. Lastly, this population of AA women could serve as positive role 
models for family members, friends, neighbors, colleagues, and other AA women. 
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The survey was piloted on “several volunteers” who were similar to the study sample, 
and they had no improvements to suggest. The survey took approximately 25 minutes to 
complete. To determine a sample size that would yield adequate statistical power, a medium 
effect size of .3 (Cohen & Cohen, 1988) was used, along with an alpha of .05, a beta of .20, and a 
two-tailed hypothesis. These values yielded a required sample size of at least 84 AA women. 
This cross-sectional survey study generated the prevalence of AA women planning for PA, as 
well as the bivariate associations between independent and dependent variables. Due to the lack 
of published studies, the current study attempted to generate knowledge regarding how personal 
factors and interpersonal influences affect AA women’s commitment to a plan of action for PA. 
Convenience sampling, snowball technique, and oversampling were utilized to obtain the 
required number of participants for the study. 
Studies conducted by Kelch-Oliver and Ancis (2011) found that AA women reported a 
Black ideal body type was larger than that encouraged by the dominant culture, and this ideal 
standard included being more “shapely, heavier, and curvy” (p. 349). Another large poll about 
body image of AA women (N=1776) conducted by the Kaiser Family Foundation and published 
by the Washington Post (Parker, 2012) indicated that AA women preferred fuller figures and 
more curvaceous body types and sizes, which was different from mainstream culture’s 
preference of thinness as the standard of attractiveness. In addition, the BI preferred by AA 
women was strongly influenced by the perceptions of family members, peers, and friends. 
Therefore, due to the influence of others, AA women were less likely to engage in PA. This lack 
of PA and a strong preference towards a fuller, curvaceous, and shapely body placed AA women 
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at risk for developing chronic diseases such as cardiovascular diseases, hypertension, diabetes, 
and some cancers. 
Risks 
Ensuring the confidentiality of participant responses provided a greater level of trust and 
reliability of the research context. There were no foreseeable risks other than those encountered 
in everyday life. However, participants may have become uncomfortable in the case that they 
were not maintaining a routine of PA, while realizing it is important to their health status. Help 
was available at the National Crisis Center’s telephone number at 1-800-273-8255. At the 
beginning of the survey, the number for the National Crisis Center was provided. Questions were 
not focused on sensitive topics, but were reflective of concerns and conversations of daily life. If 
there were questions about the survey questions, the contact number of the PI and the University 
of Tennessee’s compliance officer were given on the Informed Consent Form. Any adverse 
events were to be reported to the UTK IRB (see Appendix C, Informed Consent). 
Confidentiality 
The goals of the study did not necessitate that more than anonymized data were needed. 
However, the nature of online communication using email addresses and a unique hyperlink for 
each participant posed a manageable risk because electronically, certain identifiers were 
automatically accessed. To assure the integrity of non-disclosure information, the University of 
Tennessee’s OneDrive was utilized. 
If a participant became uncomfortable in responding to the survey questions, instructions 
were to simply close the browser. The National Crisis Call Center telephone number (1-800-273-
8255) was presented on the first page of the survey and the Informed Consent Form, for 
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participants’ use. The participants were permitted to check a box at the bottom of the current 
page indicating their decision to withdraw from the study. The data collected up to that point 
would be included in the data analysis (see Appendix C, Informed Consent). 
Plan for Mitigating Possible Harm 
The primary risk to participants was the potential for becoming uncomfortable in the case 
that they had not maintained a routine for PA. If participants became uncomfortable while 
completing the online survey, they simply closed the browser. The National Crisis Center 
Helpline number (1-800-273-8255) was provided on the front page of the survey. The screen 
notified the participants that their response(s) provided up to that point would be used in the data 
analysis process (Appendix C, Informed Consent). 
Benefits 
Participants were informed that they would not receive any financial incentives for 
participating in the study (see Appendix C, Informed Consent). In addition, there were no direct 
individual benefits for participating in the study. However, a potential benefit for women in 
general was the knowledge that the information they share could be used to inform healthcare 
professionals in the development of health promoting strategies related to PA that meet the needs 
of AA women. Furthermore, the information they provided can assist health care providers and 
policymakers provide more culturally-specific care for AA women. 
Instruments 
Demographic profile. The demographic data such as age, race, gender, weight, height, 
and body image were used to describe the group. The Basal Metabolic Index (BMI) was 
calculated based on self-reported height and weight. Although underreporting of BMI is possible, 
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a recent study found generally accurate height and weight are self-reported by AA women 
(Brewer, Kolotkin, & Baird, 2003; McAdams, Van Dam, & Hu, 2007). Self-reported 
demographic data were recorded on the Demographic Profile Form (see Appendix B). 
Body Image Quality of Life Inventory Scale. BI was measured by an instrument 
developed by Cash (2002); the Body Image Quality of Life Inventory (BIQLI) examines the 
impact of body image on various aspects of life, including emotions, social contact, food, 
sexuality, emotional well-being, exercise, and relations among friends, family, work, and school. 
The structure of the BIQLI is consistent with the approach of positive psychology advocated by 
Seligman and Csikszentmihalyit (2000), in which the person’s positive subjective experiences, 
their individual positive traits, and the positive institutions with which they interact at the group 
level all contributed to improve their quality of life and prevented pathologies that might be 
brought about in difficult circumstances. 
The BIQLI is a 19-item instrument designed to quantify the impact of body image on 
aspects of one’s life. The item content reflects domains or contexts in which body image has 
been found to be consequential. Subjects rate the impact of their own body image on each of 19 
areas, using a 7-point bipolar scale from -3 to +3 (reporting negative, positive, or no impact). The 
BIQLI measures effects on feelings about self and life in general emotional states, same- and 
other-sex relations, eating and exercise, grooming activities, sexual experiences, and family and 
work/school. The range of possible scores is -57 to +57. High scores indicate positive body 
image (Cash & Fleming, 2002). Cash and Fleming (2002) developed and empirically evaluated 
the BIQLI on a sample of 116 female students at a large mid-Atlantic university. The 116 
respondents had a mean age of 21.3 years, and 86% were unmarried. The sample included 55% 
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White, 33% African Americas, 5% Asians, and 7% from other minorities. The 19-item 
assessment was internally consistent and stable over a 2- to 3-week period. The Cronbach’s 
alpha for internal reliability was .95 in both test and retest. Cash, Jakatar, and Williams (2004) 
evaluated the reliability, validity, and dimensionality in a sample of 603 college students and 
confirmed that this instrument was internally consistent and unidimensional (Cash & Fleming, 
2002; see Appendix E). 
Exercise Social Support Scale. The Exercise for Social Support Scale (ESSS) was used 
to measure interpersonal influences of primary sources such as family, friends, peers, and health 
providers (Pender et al., 2005). The scale is a 26-item instrument designed to quantify the impact 
of encouragement, reward, and contract from family, friends, peers, and health providers to be 
active with him or her or provide support to do so. The 3-point Likert scale response is formatted 
for equal intervals that include 1=Never, 2=Sometimes, and 3=Often. Subjects rate the impact of 
people in their family and friends on each of the 26 areas from 0 to 3. The ESSS measures 
support of family and friends on how much people in the family exercise, encourage, praise, 
reward, contract, or criticize exercise. The range of possible scores is a summation score of 26-
78. The internal consistency (Cronbach’s alpha) is not calculated due to the nature of the scale, 
and the test-retest reliability was .82 (Pender et al., 2002; see Appendix F). 
Planning for Exercise Scale. The Planning for Exercise Scale (PES) was used to 
measure a participant’s commitment to a plan for PA. The scale is based upon clinical studies 
supporting the relevance of health promotion variables to exercises and related decision-making 
behavior (Shin, Pender, & Yun, 2003; Shin et al., 2005). The scale consists of 11 items and was 
originally proposed in 1982 and revised in 1996. The 3-point Likert-type scale responses are 
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formatted for equal intervals that include: 1=Never, 2=Sometimes, and 3=Often. The PES is an 
instrument designed to measure commitment to a plan of action for PA. The item content reflects 
the intention to carry out a particular health behavior including the identification of specific 
strategies to do so successfully. The scale measures commitment to a plan of action indicating 
identification of definitive strategies for eliciting, carrying out, and reinforcing behavior related 
to exercise. The range of possible scores is -33 to + 33. High scores indicate greater commitment 
to a plan of action (Pender et al., 2002). The internal consistency (Cronbach’s alpha) was .82 and 
the test-retest reliability was .90 (Pender et al., 2002; see Appendix G). 
Quantitative Statistical Analysis 
 Descriptive statistics. During the process of data assessment, outliers resulting from data 
entry, data miscoding, or extremes in distribution values were examined. While data entry and 
coding errors were corrected, Cook’s D was reviewed. This statistic indicates the actual 
influence the outlier has on the regression line slope (Orme & Combs-Orme, 2009). Values of 
1.0 or greater was considered influential for an individual case. If any significant outliers 
occurred, they were noted. Finally, data were examined manually as well as using SPSS to 
identify cases of missing responses. 
Basic descriptive statistical analysis was performed to obtain an overview of sample 
characteristics. Several demographic variables were analyzed, including age, race, gender, 
weight, and height, for which frequencies were reported. The self-reported demographic 
variables of age, weight, and height are continuous variables. Consequently, the mean, median, 
and range were obtained in addition to outcomes of analysis for variability. 
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Outcome data were examined for symmetry to determine skewness and the presence of 
one mode. This analysis was performed using Pearson’s skewness coefficient wherein the mean 
equaled the median, and the skewness coefficient was zero if the distribution was symmetrical. If 
not perfectly symmetrical, the skewness values are expected to fall between ±1 standard 
deviations from the mean (Munro, 2005). Skewness and kurtosis statistics were used to test the 
assumptions of normality for all variables. Any skewness or kurtosis statistics above an absolute 
value of 2.0 assume a non-normal distribution. Frequency statistics were run on all categorical 
variables. 
Multivariate analysis. Thereafter, following instrument instructions, scores were 
calculated for the BIQLI, SSS, PES, and questions on the demographic profile to derive 
continuous level data, thereby increasing variability above which were obtained with nominal or 
ordinal level data. Multiple regression analysis was used to test the Question 1 hypothesis 
because it is useful in analyzing the relationship of several independent variables to the 
dependent variable. It also permits evaluation of the relationship of one independent variable to 
the dependent variable when controlling for the influence of the remaining independent variables 
(Spicer, 2005; Tabachnick & Fidell, 1989). Furthermore, this method is useful because it permits 
analysis of both categorical and multiple continuous independent variables, an advantage in 
experimental and nonexperimental research (Tabachnick & Fidell, 1989). 
During data analysis, outliers resulting from data entry, data miscoding, or extremes in 
distribution values were examined. While data entry and coding errors were corrected, Cook’s D 
was reviewed. This statistic indicates the actual influence the outlier has on the regression line 
slope (Orme & Combs-Orme, 2009). Values of 1.0 or more were considered influential for an 
 
60 
individual case. If any significant outliers occurred, they were noted. None were noted.  Finally, 
data were examined manually as well as using SPSS to identify cases of missing responses. 
Bivariate analysis. A Pearson product moment correlation was calculated to determine 
the relationships among variables. This analysis method is preferred over simple regression 
because, unlike R, r can be a negative value. Furthermore, it is appropriate to use this analysis 
with continuous and ordinal level data. A correlation coefficient close to ±1 indicates a 
correlation, whereas a coefficient of 0 or close to 0 indicates no linear relationship (Munro, 
2005). 
Methodological Assumptions 
Bivariate and multiple regression analyses do not permit causality statements. 
Furthermore, for this method to be used, multicollinearity (i.e., high correlation among 
independent variables) must be absent. This method’s assumptions are that the dependent 
variable had a linear relationship with the independent variables, observations were drawn 
independently from the population under study, homoscedasticity will be present, and errors will 
be normally distributed (Tabachnick & Fidell, 1989). Additional assumptions include that the 
dependent variable cannot affect the independent variables, the independent variables were 
measured with perfect reliability and validity, and the regression included common presumed 
causes and effects or association (Tabachnick & Fidell, 1989). 
Prior to assessing for violation of these assumptions, data were examined for missing 
values. An assessment of a scatter plot of the residuals and the predicted values of the dependent 
variables were examined. Additionally, an inspection of residuals was also performed. These 
analyses indicate that normality assumptions were not validated. 
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Quantitative Data Storage 
The data were transferred electronically into SPSS for analysis at the study’s conclusion. 
Data were stored in the OneDrive system and will be maintained for 3 years after the completion 
of the study. The SPSS files were stored on CD-ROM as a backup to prevent data loss from a 
technology failure. The CD-ROM file and paper research records were stored in a secure, locked 
cabinet in the PI’s personal office. Data access was limited to the PI, faculty advisor, and the 
biostatistician, and these data were previously de-identified. 
Summary 
The purpose of this exploratory cross-sectional, multivariate study is to use Pender’s 
(1996) HPM to explore factors that may have an influence on commitment to a plan of action for 
PA among AA women. The findings provided a more comprehensive understanding of whether 
and how personal factor and interpersonal influences affect AA women’s commitment to a plan 
of action for PA. 
The rates of cardiovascular diseases, diabetes, strokes, hypertension, and some forms of 
cancer are highest among AA women. Therefore, morbidity and mortality remain 
disproportionately high in this at-risk population. PA is an essential component in the prevention 
of chronic diseases related to obesity. Participating in PA might reduce the risk of AA women 
dying prematurely. Despite these documented benefits, many AA women do not engage in PA; 
therefore, PA is lowest among this at-risk population compared to all other race-gender groups, 
except Mexican American women. Exploring factors that influence PA among AA women may 
lead to a better understanding of strategies to engage AA women in PA. 
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Furthermore, although AA women have the highest rates of obesity-related diseases, they 
are in a group that has not received a great deal of attention. Little is known about why AA 
women fail to integrate PA into their daily lifestyles. In addition, AA women are not often the 
focus of intervention trials aimed at increasing PA. Moreover, the current emphasis on PA as a 
means of losing weight ignores the cultural beliefs and social context of AA women’s lives. 
Utilizing the Pender Health Promotion Model may provide a nursing/health framework for 
explaining and effecting improvement in health promotion, including ending health disparities. 
Therefore, a starting point might be to address the question, “What is known about factors that 
influence AA women’s behaviors towards PA?” The specific cultural perceptions of AA women 
are sought; therefore, by necessity, they are the focus, and other racial and ethnic groups are 
excluded. 
Studies have shown that a variety of factors may influence AA women’s participation in 
PA. For example, certain types of social support systems may be important for PA among AA 
women, including the influence of individuals such as family members, peers, friends, and 
healthcare professionals. Furthermore, cultural factors, such as body image, might have a relative 
influence on PA among AA women. For AA women, the literature suggested a strong link 
between body image, concerning significant others’ evaluation of appearance and body weights. 
Beyond the literature knowledge concerning body image and its influence on AA women’s 
participation in PA, there was a lack of data about BI and AA women’s commitment to PA. 
Finally, culturally-appropriate nursing interventions might be needed to help women, and AA 
women ,in particular, adopt regular PA as a daily health-promotive activity. Results of the 
analyses are presented in Chapters 4 and 5. 
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CHAPTER 4 
Results 
This chapter details the results of the study, beginning with a review of the research 
questions. A detailed description of the sample follows, including characteristics relevant to the 
study of personal factor (body image) and interpersonal influences (family, friends, peers, and 
healthcare providers). Results are presented, along with any additional results noted.  
Research Questions 
The investigator sought to answer the following questions: 
1. Are there relationships between personal factor (body image) and commitment to a 
plan of action for PA among AA women? 
2. Are there relationships between interpersonal influences (family, friends, peers, and 
healthcare providers) and commitment to a plan of action for PA among AA women? 
3. Does a relationship exist between personal factor (body image) and interpersonal 
influences (family, friends, peers, and healthcare providers) when predicting for a 
commitment to a plan of action for PA among AA women? 
Description of the Sample  
Participants in this study were from a convenience sample of AA women aged 30 years 
and over recruited from two sorority chapters. The mean age for the total sample was 56.4 years 
(see Table 2). There were N = 130 AA women who participated in this study. Fifty-seven of the 
participants (43%) were married. Twenty-nine (22%) were never married; n = 21 (16%) were 
divorced; n = 3 (2%) were separated; n = 10 (7%) were widowed; and n = 10 (7%) did not 
answer (see Table 2). Sixty-four of the participants (49%) were employed. 
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Table 2 
Demographic Characteristics (N=130) 
Variable M (SD) / n (%) 
Age (years) 56.4 (12.11) 
Marital Status  
Never Married 29 (22.3%) 
Married 57 (43.8%) 
Divorced 21 (16.2%) 
Separated 3 (2.3%) 
Widowed 10 (7.7%) 
Did not answer 10 (7.7%) 
Living Situation  
Alone 40 (30.8%) 
Companion 5 (3.8%) 
Spouse 34 (26.2%) 
Children 11 (8.5%) 
Children, Companion, Other Relatives 1 (0.8%) 
Other relatives 6 (4.6%) 
Spouse, Children 22 (16.9%) 
Spouse, Other relatives 1 (0.8%) 
Did not answer 10 (7.7%) 
Education  
Bachelor’s 34 (26.2%) 
Master’s 43 (33.1%) 
Doctoral 24 (18.5%) 
Professional 5 (3.8%) 
Did not answer 24 (18.5%) 
Employment  
Paid employee 64 (49.2%) 
Self-employed 10 (7.7%) 
Retired 38 (29.2%) 
Temporary layoff from a job 1 (0.8%) 
Looking for work 3 (2.3%) 
Disabled 3 (2.3%) 
Other 10 (7.7%) 
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Forty of the participants (30.8%) lived alone and 34 (26.2%) reported that they lived with 
a spouse. Five of the participants (3.8%) reported that they live with a companion. Eleven of the 
participants (8.5%) lived with children. Six of the participants (4.6%) reported that they live with 
other relatives. Twenty-two of the participants (16.9%) reported they live with a spouse and 
children. Ten of the participants (7.7%) did not respond to this question (see Table 2). It is 
believed that many AA remain suspicious of researchers conducting investigations in the AA 
community due to the historical events such as the Tuskegee Syphilis Experiment of 1932-1972 
(Clark, 1998; Corbie-Smith, Thomas, Williams, & Moody-Ayers, 2009; Washington, 2006). 
Some participants did not answer certain survey questions, resulting in missing data. 
Owens, Johnson, and O’Rourke (1999) found that in studying responses of minority group 
respondents and members of acculturated immigrant groups to four large health-related 
questionnaires, higher nonresponse rates were among one or more minority groups when 
compared with non-Hispanic White respondents (Waltz, Strickland, & Lenz, 2010). 
Additionally, more educated respondents were more likely not answer income questions. AA 
respondents commonly have higher item nonresponse rates to health questions than non-
Hispanic Whites (Waltz et al., 2010). 
Thirty-four of the participants (26.2%) reported having a bachelor’s degree. Forty-three 
of the participants (33.1%) reported having a master’s degree. Twenty-four of the participants 
(18.5%) reported having a doctoral degree. Five of the participants (3.8%) reported having a 
professional degree. Twenty-four of the participants (18.5%) did not answer this question. Ten of 
the participants (7.7%) reported to be self-employed; 38 of the participants (29.2 %) reported to 
be retired; and three of the participants (2.4%) reported to be looking for work. The study 
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conducted by Harley et al. (2009) found that although the AA women in the study were of high 
socioeconomic position, the women were not found to be more physically active than their white 
counterparts.  
Thirty of the participants (23.1%) reported that they have “Excellent” health (see Table 
3). Seventy-one of the participants (54.6%) reported having “Good” health. Nineteen participants 
(13.8%) reported having “Fair” or “Poor” health status. Ten of the participants (7.7%) reported 
no response to this question. I would suggest asking this question using descriptive terms 
regarding what it means to have “Fair” or “Poor” health. For example, “Fair” or “Poor” health 
could state whether you have a chronic illness/disease such as heart disease, high blood pressure, 
type 2 diabetes, some types of cancers, and orthopedic conditions. Eight of the participants 
(6.2%) reported having a disability. Three of the participants (2.3%) reported “Other” in the 
disability category. Most of the participants (86.2%) did not have a disability. Eight of the 
participants (6.2%) reported “yes” to this question, “Do you have a disability?” It is believed the 
participants answered “yes” to this question because they were provided space to “specify” the 
type of disability. Ten participants (7.7%) did not respond to this question (see Table 3). 
Thirty-four of the participants (26.2%) reported that they exercised 21 minutes per day or 
150 minutes per week. Sixteen of the participants (12.3%) over the age of 65 years old reported 
that they exercised 21 minutes per day or 150 minutes per week. Three of the participants (2.3%) 
did not provide a response to this question. There was no “frequency” in the data regarding the 
question on “Exercise Habits.” 
Although participants could choose from a list of examples of PA, the question did not 
list the examples with number of minutes for each PA. Therefore, the question might not have 
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Table 3 
Health Characteristics 
Variable M (SD) / n (%) 
Height (inches) 64.97 (2.38) 
Weight (lbs.) 183.13 (40.39) 
Disability Status  
No 112 (86.2%) 
Yes 8 (6.2%) 
Did not answer 10 (7.7%) 
Overall Health Rating  
Excellent 30 (23.1%) 
Good 71 (54.6%) 
Fair 18 (13.8%) 
Poor 1 (0.8%) 
Did not answer 10 (7.7%) 
Exercise Habits (21 minutes per day or 150 minutes per week)  
Yes 50 (38.5%) 
Did not answer 80 (61.5%) 
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adequately described the participants’ amount of PA. These findings might have suggested 
educational preparation did influence AA women’s commitment to a plan of action for PA. 
Plan of Action, Body Image, and Interpersonal Influences 
 Acceptable alpha coefficients emerged for each scale included in the survey:  The 19-
item Body Image Quality of Life Inventory scale had a Cronbach’s alpha score of 0.945. The 26-
item Exercise Social Support scale had a Cronbach’s alpha score of 0.834. Finally, the 11-item 
Commitment to A Plan of Action scale had a Cronbach’s alpha score of 0.834. These Cronbach’s 
alpha scores yielded evidence of good internal consistency reliability. 
Factors of Plan of Action 
Based on skewness and kurtosis statistics, the assumption of normality was met for the 
personal and interpersonal scales scores. Exercise Social Support had a significant positive 
correlation with Planning for Exercise, r = 0.546, p < .001, r² = 0.298. A non-significant 
correlation was found between Body Image Quality of Life Inventory and Planning for Exercise, 
r = 0.169, p = 0.084 (see Table 4). 
The statistical assumptions of the regression model (linearity, normality, 
homoscedasticity, and model fit) were met as supported per the VIF = 1.01, normal distribution 
of residuals, the P-P plot (Figure 3 and Figure 4), and the correlations between the independent 
variables, r = 0.55, p < 0.001. Exercise Social Support and Body Image were entered in the first 
step of the model. The first step of the model yielded a significant increase in shared variance, 
∆R² = 0.31, F (2.86) = 19.57, p < 0 .001. Exercise Social Support was significantly related to 
Planning for Exercise with higher social support associated with increased levels of planning for 
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Table 4 
Correlations between Survey Scores 
 
Survey 
Planning for 
Exercise 
Body Image 
Quality of Life 
Exercise Social 
Support 
Planning for Exercise -   
Body Image Quality of Life .17 -  
Exercise Social Support .55* .06 - 
Note. * p < .001 
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Figure 3. Histogram of Regression Standardized Residual for Dependent Variable Planning for 
Exercise Scale Score. 
 
Figure 4. Normal P-P Plot of Regression Standardized Residual for Dependent Variable 
Planning for Exercise Scale Score. 
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exercise (β = 0.54, p < 0.001). Body image was not significantly associated with planning for 
exercise, (β = 0.10, p > 0.05). In the second step, the interaction term (social support * body 
image) was entered into the model to test for a moderating effect. A non-significant increase in 
shared variance was found, ∆R² = 0.007, F (1, 85) = 0.816, p = 0.369. Therefore, evidence of 
moderation did not emerge in the hierarchical model. 
Research Question 1 
 The second step of the analysis was conducted to evaluate whether body image predicted 
commitment to a plan of action in AA women. The hypothesized relationships between body  
Image and commitment to a plan of action were not supported in this sample of AA women 30 
years and over. A nonsignificant correlation was found between body image and planning for 
PA. This study indicated that body image did not impact PA in this sample of AA women 30 
years and over. 
Research Question 2 
Are there relationships between interpersonal influences (family, friends, peers, and 
healthcare providers) and self-report of commitment to a plan of action for PA among AA 
women?  Social support accounted for a statistical significant effect. There was a statistically 
significant positive correlation between social support for exercise and planning for exercise. 
Research Question 3 
Does a relationship exist between body image, family, friends, peers, and healthcare 
providers, when predicting for a self-report of commitment to a plan of action for PA among AA 
women?  In the first step on the model, body image and social support accounted for a 
statistically significant increase in variance in planning for PA. The interaction term, body 
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image, was entered and tested for moderation in the second step and a non-significant increase in 
shared variance was found. Therefore, evidence of moderation was not found in the hierarchical 
model (Table 5). 
Although in the second step of the model, body image did not indicate a significant 
increase in shared variance, body image of AA women has been suggested as one of a variety of 
factors related to the development and maintenance of a heavier, shapelier, and full-figured body 
among AA women.  In addition, AA women report less pressure to be thin, less body 
dissatisfaction with their weight, and greater acceptance of being overweight than white women. 
Therefore, AA women report less motivation to engage in PA. 
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Table 5 
Standardized Beta Weights of Hierarchical Regression Predicting Planning for Exercise with 
Body Image Quality of Life and Exercise Social Support 
Predictors Step One Step Two 
Exercise Social Support .54* .07 
Body Image Quality of Life .10 -.40 
   
Moderator (Exercise Social Support * Body 
Image Quality of Life)  .72 
   
R .56 .57 
R-squared .31 .32 
df 1 2 1 
df 2 86 85 
Change R2 .31* .01 
F value 19.57* .82 
* p < .001 
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CHAPTER 5 
Discussion 
Regular PA plays a critical role in chronic disease prevention and has been consistently 
associated with lower risk of early death, coronary heart disease, stroke, high blood pressure, 
type 2 diabetes, high cholesterol, and colon and breast cancer (USDHHS, 2013). Compared to 
their Caucasian counterparts, AA women are disproportionately affected by conditions that 
negatively impact their health including having lower levels of PA (USDHHS, 2013). However, 
most efforts to promote PA among AA women to date have not been effective (USDHHS, 2013). 
Therefore, interventions are needed to address this health disparity. To address this issue, I 
studied the influence of a personal factor (body image) and interpersonal influences (family, 
friends, peers, and healthcare providers) to commitment to a plan of action for PA among a 
sample of AA women (N = 130). These constructs are included in Pender’s (1996) HPM. Thus, 
the study was a partial test of the model. This is the only about which I am aware has used 
Pender’s (1996) model to understand PA and commitment to a plan of action among AA women 
30 years and older. Here, the findings are discussed in context of this study and previous 
research. In addition, the researcher has explored potential applications of the findings in 
addressing health disparities. This chapter presents discussion of the results, missing data, 
strengths, and limitations of the study, significance to nursing education, practice, policy, and 
research as well as recommendations for future studies. 
The investigator acknowledges that the women who were not reached in this project are 
likely the most in need of interventions. 
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Summary of Findings 
It was hypothesized that AA women’s commitment to a plan of action for PA is 
influenced by their body image, family, friends, peers, and healthcare providers. However, the 
findings in this study indicated that there was a non-significant correlation between body image 
and planning for exercise, r = 0 .169, p = 0 .084.  
In this study, many of the women (38.5%) (n = 50) self-reported that they had an 
established routine for PA. This was a higher percentage of AA women who were already 
engaged in PA compared to the findings by Sharma et al. (2005), with only 19.6% (n = 240) of 
AA women indicating that they engaged in regular PA. Similarly, this study had a higher 
percentage of participants reporting regular exercise than results found by Kirchhoff et al. 
(2008), with only 25% (n = 19) of AA women already engaged in regular PA. 
With consideration of this study’s findings regarding regular PA among AA women, 
there was another area that needs attention (e.g., weight). The findings of those participants who 
provided a response to the question, “What is your weight?” are a concern. There was a mean 
self-reported weight for the sample (N = 130) of 183.13 pounds and a mean height of 64.97 
inches. For some AA women, overweight and obesity are the essence of one’s being but has a 
deleterious effect on health status (Johnson & Broadnax, 2003). Obesity and overweight for 
some AA women is not as simplistic as perceived by media and other cultures. Overweight and 
obesity are also more than just foods AA women eat or the lack of PA. Historically, for African 
women, being large had symbolic meanings. These symbolic meanings were cultural and 
psychological in nature. However, being overweight and obese, particularly for AA women, has 
far-reaching effects. Therefore, AA women bear a heavier burden of overweight and obesity-
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related diseases such as hypertension, type 2 diabetes, coronary heart disease, and some cancers 
(Campo & Mastin, 2007).  
It can be helpful for researchers to identify factors that influence AA women to commit 
to a plan of action for PA, to guide healthcare professionals in developing evidenced-based 
strategies to apply in health care settings. In turn, this identification can promote their 
engagement in PA for prevention of obesity-related chronic illnesses and other health disparities, 
such as coronary heart disease, stroke, hypertension, type 2 diabetes, and some cancers 
(USDHHS, 2013). 
Furthermore, the researcher hypothesized that a relationship exists between interpersonal 
influences, family, friends, peers, and healthcare providers, and commitment to a plan of action 
for PA among AA women. Based on the study, social support had a significant positive 
relationship to commitment to a plan of action for PA, which corresponded to the findings of a 
study that utilized a grounded theory approach conducted by Harley et al. (2009). Their study 
showed that many participants cited social networks, including companionships with an exercise 
partner, as an enabler for PA participation or associated with the maintenance of PA among AA 
women. According to Henderson and Ainsworth (2003) and Eyler et al. (2002), social interaction 
with other individuals stave off boredom, provide opportunities for socialization outside of PA, 
encourage accountability, and engage peer support and motivation. This study’s findings were 
possibly attributable to the companionship and “sisterhood” relationships that were characteristic 
of the sorority from which they were recruited. Therefore, this study’s findings provided further 
support of previous studies cited in the literature review (Eyler, et al., 2002; Henderson & 
Ainsworth, 2003) that social networks facilitate PA among AA women. 
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The participants in this study belonged to the same sorority organization and a 
considerable number of them (n = 50) reported that they were currently engaged in PA. As such, 
they possibly shared the same or similar social events, community affairs, worksites, and 
exercise activities that brought them together as sorority “sisters.”  Membership in this sorority 
emerged as an important aspect of PA companion presence, and a group process that provided 
strong social support.  
In addition, since 81.5% (n=106) held at least a bachelor’s degree, their awareness of the 
benefits of PA may reflect their educational background regarding benefits of PA. Although it 
was noted that 18.5% (n=24) of the participants did not provide a response to the question 
regarding highest degree earned, membership in the sorority required a minimum of a bachelor’s 
degree. Therefore, an assumption by the researcher was made that all participants held at least a 
college degree. 
Interestingly, Harley et al. (2009) found that SES was not associated with high levels of 
PA among AA women. Although this study did not test for SES association with PA, findings of 
this study indicated that 38.5% of the participants reported that they were currently engaged in 
PA at least 21 minutes per day or 150 minutes per week. In addition, studies of Sharma et al. 
(2005) and Kirchhoff et al. (2008) also found that SES was not associated with PA among AA 
women. 
In this study, body image was researched as a personal factor. Body image was defined as 
a multidimensional and contextual self-attitude towards one’s body size, shape, and appearance 
(Cash, Ancis, & Strahan, 1997). It is mainly a term applied to women and is related to contextual 
messages received from family, peers, friends, media, and other societal influences (Rieves & 
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Cash, 1996). As noted earlier, body image was not a significant influence on self-reported PA 
participation among AA women in this sample. Yet, compared to their Caucasian counterparts, a 
significant greater segment of AA women experiences a positive body image. In addition, AA 
women have broader and more flexible views of beauty, which in turn is connected to a positive 
body image (Hesse-Biber et al., 2010; Kelch-Oliver & Ancis, 2011; Pulver et al., 2004). 
Therefore, a preference for heavier and fuller body weight, shape and size makes AA women 
less likely to engage in PA to lose weight (Kelch-Oliver & Ancis, 2011).  
Nevertheless, AA women’s greater satisfaction with their body image coupled with 
acceptance of a heavier and fuller body shape and size are counterproductive to a healthy body. 
Eventually, AA women might recognize that their ideal self may be unrealistic or unhealthy, and 
that normative body changes related to weight and size may be normal and necessary. 
Consequently, AA women are placing themselves at greater risk for chronic diseases such as 
coronary heart disease, type 2 diabetes, strokes, hypertension, and some types of cancers.  
The lack of a statistical significance in body image as influencing reported commitment 
to a plan of action for PA might have been related to culturally irrelevant items on the body 
image scale that was used in the study. This points to the need to develop culturally accurate and 
acceptable body image measures for AA women. Instruments to measure body image for AA 
women might need to be more nuanced to capture AA women’s culturally embedded self-
perceptions. 
Significance to Nursing Practice 
Social support networks can be used by nurses to advise AA women to engage in PA. 
This new knowledge can be used to help nurses be more thoughtful in their assessment and 
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guidance when counseling AA women. Additionally, during the history-taking process, social 
support systems should be assessed, evaluated at the initial visit, and included in the overall 
health plan. This includes healthcare providers’ assessment of the client’s views regarding PA 
and drawing on the importance of different types of companions, such as virtual companions for 
home-based PA. Counseling can incorporate relationship-building in PA programs by 
establishing mentor/mentee dyads, family/couple PA activities, and walking partners. 
Community churches, senior centers, family membership at community organizations, and 
organized religious activities have been found as credible and influential sites for PA programs 
(Fleury & Lee, 2006; Harley et al., 2009; Kirchhoff et al., 2008; Sherwood & Jeffrey, 2000). 
Nurses can assist in identifying strategies that facilitate PA among women, such as setting goals, 
providing rewards, formulating competition teams, and using the buddy-system approach. Lastly, 
when counseling AA women, healthcare providers can emphasize the benefits of PA, which 
include reduced risk of coronary heart disease, stress, and depression, as well as increased 
emotional well-being, energy level, and self-confidence (USDHHS, 2013). Benefits of PA are 
evident at low-intensity as well as high-intensity levels. 
Multiple settings like schools, worksites, nursing care centers, and community health 
centers offer opportunities for nurses to provide leadership in setting up health-promoting 
programs. Nurses with an understanding of community health issues are ideally situated to 
provide leadership in PA program development, implementation, and evaluation. In addition, 
healthcare providers can be major proponents of PA programs as evidenced by the HPM which 
indicated that clients respect their advice and might change their behaviors (Pate et al., 1995). In 
Pender’s (1996) model, healthcare providers were some of the interpersonal influences on 
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individuals for health-promoting behaviors. The significantly large number of primary care 
providers and the frequency with which clients visit the healthcare providers suggest that even 
modestly effective healthcare provider counseling can have a substantial health impact on 
clients. Healthcare professionals should be role models of PA for their clients. When healthcare 
professionals are physically active themselves, it may provide credibility and endorsement of 
their counseling efforts (Pate et al., 1995). 
This study has implications for other populations as well. For example, a study conducted 
by Marquez, Gonzalez, Gallo, and Ming (2016) demonstrated that belonging to civic groups and 
organizations through social networks in the Latino community increased PA among Latino 
women (n = 335) including walking, sports, recreation, dancing, and overall greater PA. 
Memberships in civic groups provided greater opportunities for social connections that translated 
into social network support and expansion. These social networks provided companionship 
which offered opportunities for close social ties where information was shared regarding 
community resources, health information, and emotional and physical support of individuals and 
families. 
In their study, Kelsey et al. (2000) sought to determine whether there was a relationship 
between levels of social support and women’s health behaviors such as PA, diet, smoking, and 
cancer screening behaviors. The researchers surveyed N = 859 blue-collar women workers and 
found that women’s social support was associated with health-related behaviors, like levels of 
PA, and other health behaviors. Worksites were effective settings for health-promotion programs 
because they provided access to large numbers of women within existing social networks. The 
study indicated that social support networks played a role in the promotion of health behaviors. 
 
81 
Strong, supportive social relationships were established and positively connected to health-
related behaviors, which included PA. These researchers concluded that program participation 
and behavior change among women in the workplace were enhanced by existing social support 
networks.  
Significance to Nursing Education 
Additions and changes in theoretical content to reflect the disparities in PA among AA 
women should be integrated throughout nursing curricula. Research findings related to the role 
of social support networks and PA among AA women should also be included for all nursing 
courses. For instance, the use of high-fidelity simulation has been proven as an effective method 
for student-focused learning., particularly caring behaviors among student nurses interacting in 
scenario-based (Dunnington & Farmer, 2015). Opportunities to measure the impact of nursing 
interaction in using social networks to increase PA using role-playing situations, can assist 
students in applying research findings regarding PA and AA women. Particularly, case studies 
using high-fidelity simulation, can be used to create learning environments where students can 
apply findings in patient-care situations (Venkatachalam, Kelleher, & Shao, 2015). Student-
focused learning opportunities can help learners apply culturally-appropriate findings when 
providing anticipatory guidance to AA women, particularly caring behaviors among student 
nurses when interacting in scenario-based high fidelity human patient simulation (Dunnington & 
Farmer, 2015). Caring is important to patient health, satisfaction, and quality healthcare. 
Therefore, caring is essential in all interventions. Nurses should make caring an integral 
component in each situation while counseling AA women regarding strategies for PA. However, 
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nurses should recognize strategies that work for other populations may not be appropriate or 
have the same impact on AA women. 
Furthermore, these research findings should be included in patient health plans and 
family-unit case studies in community health settings. Ultimately, community partnerships offer 
opportunities for nursing schools to pair with other nursing schools, health groups, and other 
professions to communicate, collaborate and build health programs that focus on PA in the 
community. Some examples include community walking groups, gym membership groups, 
university on-campus walking groups, and bicycling groups. 
Significance to Nursing Research     
The results of this study offer several contributions to nursing research. This study is the 
first known exploratory, multivariate study using Pender’s (1996) model as a guiding framework 
to examine the relationship between the personal factor of body image and interpersonal 
influences of family, friends, peers, and healthcare providers, as influencing reported 
commitment for a plan of action in AA women. The results indicated the importance of social 
support networks in AA women’s commitment to a plan of action for PA. Health disparities 
associated with physical inactivity among this population confirms the critical need for AA 
women to engage in PA. Thus, future studies should focus on intervention strategies that use 
social networks for PA among AA women. Exploration of social support strategies concerning 
the meanings and role of social support among AA women using qualitative methodologies can 
assist in validating “best practices” effective with AA women and PA. Some examples of 
research questions may include, “How do you define physical activity?”; “What prevents you 
from engaging in physical activity?”; and “What are benefits of physical activities?” 
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Furthermore, qualitative methodologies may assist in identifying additional barriers and 
facilitators to PA (Harley et al., 2009; Kirchhoff et al., 2008; Nies et al., 1999; Wilbur, Chandler, 
Dancy, Choi, & Plonczynski, 2002). 
Previous studies (Fleury & Lee, 2006; Harley et al., 2009; Kirchhoff et al., 2008; Sharma 
et al., 2005) report that various types of social support help to move AA women to engage in PA. 
Research measures to isolate types of social support that have been most associated with a plan 
of action for AA women could be explored with greater depth with large samples. As a basis for 
ongoing research, it is necessary for researchers to identify additional specific variables that may 
influence PA among AA women beyond what was found in this study. 
Other specific factors that need to be considered include levels of commitment, biological 
factors, socioeconomic factors, educational factors, and available community resources that can 
be used to enhance PA among AA women. In addition, the influence of cultural factors in the 
structure and implementation of PA programs within the community must be given 
consideration. For example, social networks in the form of family and community connections 
exist and are important elements in AA women’s lives (Henderson & Ainsworth, 2003). 
Although the quality of these relationships was not indicated in their research findings, AA 
women were found to be generally associated with close family ties and community affiliations. 
Finally, although AA women have the highest rates of obesity and associated diseases, they have 
received very little attention regarding physical inactivity- a known contributor to some health 
disparities. However, AA women are not often the focus of intervention trials aimed at 
increasing PA (Gletsu & Tovin, 2013). 
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Therefore, as a result of these research findings, the HPM can be changed by the addition 
of a coping measurement tool to assist nurses in assessing and guiding AA women throughout 
the commitment to a plan of action for PA stage of the process. Further, a component of the 
coping measurement tool can include assessment of the quality of social support network as all 
social support networks are not a “one size fits all”. 
Significance to Policy  
Although studies were scarce, policy factors have been mentioned in some focus group 
research (Eyler et al., 2002). Work incentives have been cited as effective in promoting PA 
among AA women. Some incentives mentioned in the literature included worksite exercise 
programs, bonuses, days off from work, and lower insurance rates for women involved in PA at 
work-sites. Blue-collar AA women at worksites also made these policy suggestions to encourage 
women to engage in PA at worksites (Kelsey et al., 2000). Compared to other women, blue-
collar women workers were more likely to engage in PA because of the social support networks 
already established at their worksites. The worksites were ideal settings for other health-
promotion programs because there were large numbers of individuals within existing social 
networks. Many barriers to PA are unique to minority women, particularly AA women, such as 
lack of childcare, care of elderly relatives, fear related to one’s own aging, and lack of safe 
places to walk. Monetary costs have also been associated with low levels of PA (Eyler et al., 
2002; Fleury & Lee, 2006; Kelsey et al., 2000). Therefore, an integration of personal and 
interpersonal factors with AA women by healthcare providers is of great importance, as these 
factors are intertwined in affecting the promotion of PA among minority women, especially AA 
women. 
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Regarding PA, the Physical Activity Counseling and Evaluation (PACE) program has 
effective strategies for healthcare professionals to apply in their practice (Pate et al., 1995). 
PACE was developed for health professionals to provide specific counseling protocols matched 
to the client’s level of activity and readiness to change. Health professionals’ utilization of the 
principles of the PACE program in a variety of settings has been shown to increase PA among 
clients (Pate et al., 1995). Corporate, government, and university settings should incorporate 
PACE strategies to encourage PA participation in their worksites among individuals. 
Additionally, schools should incorporate comprehensive health and physical education programs 
that promote PA among children. The education curricula should be age-appropriate, build self-
efficacy, and promote positive beliefs, values, and appreciation for PA (Pate et al., 1995). 
Organizing Framework 
The organizing framework for this study was Pender’s (1996) Health Promotion Model. 
Since the researcher has utilized a partial component of the HPM, it seems plausible to evaluate 
its goodness-of-fit for explaining and predicting PA among AA women. The HPM seeks to 
explain health promoting behaviors by explaining how other factors influence individuals to 
engage in these behaviors. The HPM was helpful in isolating relationships between variables that 
might have predicted the likelihood of PA among AA women, interpersonal influences, and 
commitment to a plan of action. Although Pender (1996) suggested examining a limited number 
of personal factors at one time to better predict relationships of selected behavior, the researcher 
expanded upon the model to examine body image. Nevertheless, the model was not helpful in 
predicting the impact of the personal factor, body image in this sample. 
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Body image consists of both attitudinal and perceptual dimensions of an individual. 
Furthermore, it has been identified as an important factor in how AA women view themselves 
(Hesse-Biber et al., 2010; Kelch-Oliver & Ancis, 2011; Pulver et al., 2004). However, body 
image was neither shown to have a significant influence on commitment to a plan of action to 
PA, nor a moderator of social support in the HPM. Although the BIQLI scale was chosen 
because AA were included in the initial sample to validate the scale, this body image instrument 
may contribute to this non-significant finding. For example, some items on the BIQLI instrument 
were not culturally relevant to AA women (e.g., “my ability to control what I eat,” “my 
willingness to do things that might call attention to my appearance,” and “my daily “grooming” 
activities [i.e., getting dressed and physically ready for the day”]). Social and cultural relevance 
are important when considering individual roles and functions in a cultural group. Secondly, the 
tool did not explore the feelings and thoughts that AA women have about their bodies, such as 
satisfaction with their body size, shape, and feelings of attractiveness. In addition, although the 
sample of college students (n = 116) used to validate the BIQLI scale included AA, there is no 
evidence of the number of AA women included in the sample size. Lastly, the options from 
which to choose a response may have been too numerous, and therefore may have been 
confusing to the participants. For example, the options were as such, -3, -2, -1, 0, +1 +2 +3 (very 
negative effect, moderate negative effect, slight negative effect, no effect, slight positive effect, 
moderate positive, and very positive effect, respectively). 
The factors that influence health behaviors are multidimensional. For the HPM, all 
factors of the model need to be included in the study because they are interrelated and 
multidimensional. Yet, the researcher did not use the entire HPM due to time and resource 
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constraints. Utilization of the full model might have been more useful in exploring body image, 
as the influence of all the constructs could have been made evident. For example, although 
limited by selection criteria for this study, exploring socio-cultural factors might have explained 
in greater depth the influence of other culturally-relevant factors, such as historical influences, 
values, and beliefs unique to AA women regarding their health-promoting behaviors. However, 
the model was helpful in predicting the impact of interpersonal influences and social support 
networks, which supported the findings of other studies (Fleury & Lee, 2006; Harley et al., 2009; 
Kelch-Oliver & Ancis, 2011; Kirchhoff et al., 2008; Sharma et al., 2005). Research concerning 
the relationship between body image and PA among AA women using the HPM framework is 
limited and more work is needed to confirm the model’s utility. 
Strengths  
This study provided limited support for the construct of personal factors, i.e., body image, 
and more support to the constructs of interpersonal influences, family, friends, peers, and 
healthcare providers, on commitment to a plan of action for PA. Another strength of this study 
was the close adherence to the HPM through the researcher’s use of instruments created by 
Pender (Sechrist, Walker, & Pender, 1987). Although HPM instruments were not cross-culturally 
verified with AA women, this study’s findings provided confirmation of current knowledge 
regarding social support and PA among AA women. 
Moreover, the findings of this study supported the findings of other studies that a variety 
of social support sources are important in encouraging PA among AA women including family, 
friends, peers, and healthcare providers (Fleury & Lee, 2006; Harley et al., 2009; Henderson & 
Ainsworth, 2003; Kelch-Oliver & Ancis, 2011). Other variety of social support included exercise 
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instructors, employee colleagues, and members of other exercise groups (Sherwood & Jeffery, 
2000). 
Several studies have shown that certain types of social support are significant to PA and 
AA women (emotional, instrumental, informational, and appraisal; Fleury & Lee, 2006; Harley 
et al., 2009). Findings regarding the types of social support may increase level of awareness for 
health professionals regarding the types and importance of social support networks to engage AA 
women in PA. However, to utilize this knowledge regarding social support, it is important for 
health professionals to understand how to effectively apply the information in intervention 
strategies for PA among AA women.  
The use of a cross-sectional design provided a onetime look at reported commitment to a 
plan of action for PA among AA women. The researcher relied exclusively on the theoretical 
model to guide the testing. Therefore, despite the cross-sectional design, the sample size did 
allow a multivariate model to be tested in relation to the theoretical model. Thus, this study 
contributed to the science in this area.  
Limitations 
As noted in Chapter 4, some participants did not answer certain survey questions, 
resulting in missing data. Owens et al. (1999) found that in studying responses of minority group 
respondents and members of acculturated immigrant groups for four large health-related 
questionnaires, higher nonresponsive rates were among AA including groups when compared 
with non-Hispanic White respondents (Waltz, Strickland, & Lenz, 2010). Additionally, more 
educated respondents were more likely not to answer income questions. AA respondents 
commonly have higher item nonresponse rates to health questions than non-Hispanic Caucasians 
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(Waltz et al., 2010). This is possibly a reflection of AA people’s attitudes toward research 
(Clark, 1998; Corbie-Smith, Thomas, Williams, & Moody-Ayers, 2009; Washington, 2006). 
Examples of survey questions not answered included, “What is your marital status?”; “Are you 
employed?”; and “Do you exercise at least 21 minutes per day?” It is believed that many AA 
have a “legacy of mistrust” regarding researchers conducting investigations in the AA 
community due to historical experiences, such as the Tuskegee Syphilis Experiment of 1932-
1972 (Clark, 1998; Washington, 2006). This conspiracy, among others, illustrates reasons that 
suspicion and mistrust of the medical profession and public health programs remain in the AA 
community (Clark, 1998; Corbie-Smith et al., 2009; Washington, 2006). Therefore, many AA 
are reluctant to participate in medical research. This reluctance may be manifested with 
incomplete or absence of responses on a research survey.  
Another reason participants may not have responded to all the questions might have been 
because of the lack of descriptive terms which did not make the responses self-explanatory. One 
example was the broad question, “What is your health status?” This question is written in a way 
that may have forced the participant into an answer that did not accurately reflect her health 
status. There were no qualifiers for what it meant to have good or fair health. For future studies, I 
would suggest asking this question using descriptive terms to clarify what it means to have “fair” 
or “poor” health. For instance, “fair” or “poor” health could state whether you have a chronic 
illness/disease such as heart disease, high blood pressure, type 2 diabetes, or orthopedic 
conditions. 
The study focused on a geographic region and homogeneity of sample (gender and race), 
which limits generalizability. However, the health disparities associated with the lack of PA 
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necessitate that researchers identify other factors which influence AA women to commit to a 
plan of action for PA. Regular PA has long been regarded as an important component of a 
healthy lifestyle. According to the National Physical Activity Guidelines, 37.5% of AA women 
engage in regular PA (USDHHS, 2013). Therefore, effective strategies for AA women need to 
be identified to encourage more PA participation. 
Specifically, other limitations were present. The guiding framework, HPM, has only been 
partially validated at this point. Alternative theories to guide PA among AA women should be 
explored.  Although the study findings may support the utility of examining cultural variables as 
they relate to how AA women perceive their body image, the results will be based on a sample in 
a southeastern region of the U.S.; therefore, it may be unclear whether the results are 
generalizable to samples in other regions of the country. 
The use of surveys may limit the richness of data collection as viewed by AA women’s 
PA experiences. Therefore, a subsequent qualitative research approach, using interviews or focus 
groups, may enrich data collection, and thus provide a wider reflection of AA women’s PA 
viewpoints related to PA. 
The sample was exclusive to a sorority of middle and upper middle-class AA women 
living in the southeastern region of the U.S. The study provided a beginning understanding of 
core factors, and future investigations that should include the viewpoints of lower income and 
fixed-income AA women. 
Use of a homogenous sample of AA women who were members of the same organization 
with similar geographic backgrounds, education, beliefs, and value systems, and low sample 
size, meant that the body image results in this study had limited variability which may have 
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suppressed some effects the researcher explored. Furthermore, the researcher found it 
challenging to locate body image research measures for this population. This was because there 
was a dearth of measurement tools for AA regarding body image to use in this study. Though 
there are psychometric measures available, little evidence supports their validity for use in AA. 
Finally, regarding those measures that are psychometrically sound, concerns have been raised by 
other researchers related to their cultural appropriateness for AA (Pulvers et al., 2004).  
In general, AA women have a positive body image (Hesse-Biber et al., 2010; Kelch-
Oliver & Ancis, 2011; Pulvers et al. 2004). In studies conducted by Kelch-Oliver and Ancis 
(2011), Pulvers et al. (2004), and Bieber et al. (2010), utilizing focus groups and individual 
interviews, AA women confirmed a more positive body image and body satisfaction compared to 
Caucasian women. Possible explanations included a greater appreciation for a larger, fuller, body 
shape and size. Furthermore, AA women’s standard of beauty included a body size and shape 
larger than that encouraged by the dominant culture, which includes being more shapely and 
curvy (Kelch-Oliver & Ancis, 2011; Pulvers et al., 2004). An instrument that assesses qualities 
of a positive body image of AA women as well as attitudinal dimensions is needed to measure, 
for example, positive opinions of the body, cultural appropriateness, and acceptance of the body 
regardless of weight, body shape, and size. Research requires well-validated instruments to 
assess body image of AA women (Pulvers et al., 2004).  
Generalizability 
While the results of this study may not be generalizable to all AA women, the findings 
contribute to the body of knowledge relevant to commitment to a plan of action for AA women. 
As noted in the literature, the lack of PA is a serious public health problem, as it is associated 
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with an increased risk for chronic health conditions like coronary heart disease, hypertension, 
type 2 diabetes, some types of cancers, stroke, and obesity-related illnesses. Despite the 
substantial health benefits of PA, physical inactivity and insufficient activity remain pervasive 
among AA women. 
As an AA woman, the researcher has a desire to identify specific and modifiable factors 
to increase PA among AA women. More needs to be done to understand the factors that 
influence AA women to engage in PA. Finally, although the awareness of obesity-related 
illnesses is high, being overweight is perceived to be attractive or very attractive by AA women. 
Therefore, motivation to engage in PA is low if reasons provided focus solely or predominantly 
on weight. Future intervention studies are needed to reframe and connect to AA women’s 
thoughts about the benefits of PA while maintaining their sense of a positive body image. 
Recommendations for Future Studies 
Future studies should continue to elucidate social support relationships, including how 
role types and functions vary across the process of committing to a plan of action for PA. In 
addition, it is important for health professionals to continue to study social contextual variables 
within AA women’s environments and experiences. To initiate PA in this population, cultural 
factors must be considered. For example, qualitative methodologies using focus groups and 
individual interviews might identify specific phenomenon that influence the development of 
body image in AA women (Hesse-Biber et al., 2010; Kelch-Oliver & Ancis, 2011; Pulvers et al., 
2004). 
This study lends credence to the role of health professional’s utilization of social support 
systems for AA women and PA. Qualitative approaches used by many of the previous studies 
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cited in this research may be more useful in gaining a greater depth of understanding of the 
meaning AA women place on PA and its significance. Such qualitative approaches, like 
grounded theory, may demonstrate decision-making processes in achieving a workable plan for 
PA for AA women. Contextual experiences are best understood through the illumination of AA 
women’s voices, which provide meanings and interpretations of their lived experiences.  
Future studies can address other possible questions: 
1. Is there a relationship between PA levels and the number and intensities of social role 
expectations for women, such as work, childcare, household responsibilities, or 
involvement with community obligations? 
2. Is there a relationship between women who belong to community groups and actively 
engage in PA, compared to women who are not involved in social networks? 
Conclusions 
This study was based on a post-positivist world view and explored whether personal 
factors and interpersonal factors related to commitment to a plan of action for PA among AA 
women. Using Pender’s (1996) model of health promotion as a guiding framework, the study 
explored specific factors identified for AA women that influence commitment to a plan of action. 
The researcher found that personal factor, body image, was not an influencing factor among AA 
women’s self-reported commitment to a plan of action for PA. Instead, interpersonal factors, 
family, friends, peers, and healthcare providers were greater influences on commitment to a plan 
of action among AA women. Lastly, the findings did not indicate a moderating effect of body 
image on social support related to commitment to a plan of action for PA among AA women. 
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Results of these findings can be used to inform PA intervention programs and spur 
further research studies. Ultimately, using the HPM as the model for this study, the researcher 
found that social support networks were related to commitment to plan of action for PA among 
AA women. The findings of this study might introduce intervention studies, which are limited 
and specific to commitment to a plan of action for PA among AA women. 
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Appendix A 
Pender’s Revised Health Promotion Model 
 
  
Source: Pender (1996) 
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Appendix B 
Demographic Questionnaire 
 
Demographic Profile 
 
1. ------Age 
 
Please place a check (x) next to the category that best describes you in each of the following: 
 
2. ------Female 
 
3. Marital Status 
------a. Married c.------Widowed e.-------Partnered 
------b. Single  d------Divorced 
 
4. What is your primary racial or ethnic group? 
----a. White ----c. Hispanic   ----e. Native American ------ g. Pacific Islander 
----b. African American -----d. Asian ---- f. Other specify----- 
 
5. What is your current employment status? 
----a. Employed ----d. Homemaker 
----b. Unemployed -----e. Student 
----c. Retired  ----f. Other   
 
6. With whom do you live? 
----a. Alone  ----d. Companion 
----b. Spouse  ----e. Other relatives 
 ----c. Children 
 
7. Do you have a disability? 
----a. No  ----b. Yes (Please specify) __________________ 
 
8. How would you rate your overall health? 
-----a. Excellent ----d. Poor 
-----b. Good  ----e. Very poor 
-----c. Fair 
 
9. What is your weight? ----------  
 
10. What is your height? ---------- 
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11. If you are 30-64 years of age, how much physical activity do you perform each week for 
at least 21 minutes per day or 150 minutes per week?  Circle all that apply. 
 
 
Walking fast, water aerobics, bike riding, doubles tennis, pushing lawn mower, hiking, 
basketball, volleyball, rollerblading, lifting weight, push-ups, sit-ups, yoga 
If you do NOT participate in physical activity, what are your reasons for not doing so? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
 
12. If you are age 65 years of age and older, how much physical activity do you perform each 
week for 21 minutes per day or 150 minutes per week? Circle all that apply. 
Walking, jogging, water aerobics, ballroom dancing, bike riding, doubles tennis, 
swimming, volleyball, carrying heavy groceries, gardening, push-ups, sit-ups, yoga, 
lifting weights 
If you do NOT participate in physical activity, what are your reasons for not doing so? 
_______________________________________________________________________ 
_______________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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Appendix C 
Informed Consent Form 
 
Informed Consent Statement 
TITLE: An observational, cross-sectional survey study design to explore Do Personal Factors 
and Interpersonal Influences Affect Commitment to a Plan of Action for Physical Activity 
Among African-American Women. 
Introduction 
You are invited to participate in a research study being conducted by Bobbie Brown, a doctoral 
student at the University of Tennessee, Knoxville, Tennessee. The purpose of the study is to 
explore Do Personal Factors and Interpersonal Influences Affect Commitment to a Plan of 
Action for Physical Activity Among African American Women. About 84 African American 
women age 30 years or over are invited to participate in the survey. There will be no costs to you 
for your participation in the study. The study results will assist health care professionals and 
policymakers provide culturally specific care to African American women. 
INFORMATION ABOUT YOUR INVOLVEMENT IN THE STUDY 
If you consent to participate in the study, you will be required to complete an on-line survey 
requiring about 25 minutes of your time.  
You are eligible to participate if you: (Check all that apply). 
* Self-identify as African American/Black woman 
* Are 30 years or over 
* Speak and write English 
* Have access to a device with Internet access 
You are not eligible to participate if you: (Check all that apply). 
* Answer NO to any of the above criteria 
* Non-African American or Black woman 
* Are not able to give consent 
* Are 30 years or less 
* Do not speak or write English 
*Do not have a device with Internet access 
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If you are eligible and agree to participate in the study, the electronic system will connect you to 
the survey questions. It will take you about 25 minutes to answer the questions. You may log 
back in and complete the study if you do not complete it in one sitting. If you do not complete 
the survey all at one time, you will receive a total of 2 email reminders every 7 days prompting 
you to complete the survey. 
Are there any risks? 
There are no foreseeable risks other than those encountered in everyday life. However, 
participants may become uncomfortable if they do not maintain a routine of physical activity. If 
you become uncomfortable, simply close your browser. You may contact the National Crisis 
Center Helpline at 1-800-273-8255. You will be able to check a box at the bottom of the current 
page indicating your decision to opt out of the study. There will be no penalty, meaning, without 
loss of any services or privileges to which you are otherwise entitled. Data collected up to that 
point will be included in the data analysis. 
Are there any benefits? 
There are no direct benefits to you individually for participating in the study. A potential benefit 
for women in general will be the knowledge that the information they share can be used to 
inform healthcare professionals in the development of health promoting strategies related to 
physical activity that meet the needs of African American women. 
Confidentiality 
Any information you provide will be confidential. No information that could identify you as an 
individual will be released. The data will be made available only to those on the study team, and 
in de-identified form. No reference will be made in oral or written reports which could link 
participants to the study.  
Contact Information 
If you have questions at any time about the study, you may contact, Bobbie Brown, at 
bbrown57@utk.edu, and 919-812-1330 and Dr. Joann Hall at ………………………………. 
If you have questions about your rights as a participant, you may contact the University of 
Tennessee IRB Compliance Officer at utkirb@utk.edu or 865-974-7697. 
Consent 
I have read the above information. I agree to participate in this study. 
Participant’s Name (printed)            
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Appendix D 
Recruitment Flyer 
 
You are invited to participate in a research study exploring factors 
which influence African American women in planning for exercise. 
 
You are eligible to participate if you: 
 Self‐identify as African American or Black woman 
 Age 30 or over 
 Read and write English 
 Have access to a device with Internet access to respond to an on‐line, 
anonymous survey 
 
You are not eligible to participate if you: 
 Answer NO to any of the above criteria 
 Are not able to give consent 
 Are 30 years or less 
 Do not have a device with Internet access 
What is required? 
 25 minutes of your time 
 
Are there any risks? 
 Breach of confidentiality is a possible risk related to the research. 
 There are no physical risks and no lab tests. 
 It is possible that you become uncomfortable knowing you do not 
have a routine for physical activity. 
      
Contact: 
Bobbie Brown, Doctoral Candidate 
University of Tennessee/ Knoxville, TN 
bbrown57@utk.edu  
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Appendix E 
The Body Image Quality of Life Inventory Questionnaire 
 
Instructions:  Different people have different feelings about their physical appearance. These feelings are called 
“body image.” Some people are generally satisfied with their looks, while others are dissatisfied. At the same time, 
people differ in terms of how their positive effects, negative effects, or no effect at all. Listed below are various 
ways that your own body image may or may not influence your life. For each item, circle how and how much your 
feelings about your appearance affect that aspect of your life. Before answering each item, think carefully about the 
answer that most accurately reflects how your body image usually affects you. 
 
-3 -2 -1 0 +1 +2 +3 
Very Negative 
Effect 
Moderate 
Negative Effect 
Slight Negative 
Effect No Effect 
Slight Positive 
Effect 
Moderate 
Positive Effect 
Very Positive 
Effect 
 
1. My basic feelings about myself—feelings of personal 
adequacy and self-worth. 
-3 -2 -1 0 +1 +2 +3 
2. My feelings about my adequacy as a man or woman—
feelings of masculinity or femininity. 
-3 -2 -1 0 +1 +2 +3 
3. My interactions with people of my own sex. -3 -2 -1 0 +1 +2 +3 
4. My interactions with people of the other sex. -3 -2 -1 0 +1 +2 +3 
5. My experiences with I meet new people. -3 -2 -1 0 +1 +2 +3 
6. My experiences at work or at school. -3 -2 -1 0 +1 +2 +3 
7. My relationships with friends. -3 -2 -1 0 +1 +2 +3 
8. My relationships with family members. -3 -2 -1 0 +1 +2 +3 
9. My day-to-day emotions. -3 -2 -1 0 +1 +2 +3 
10. My satisfaction with my life in general. -3 -2 -1 0 +1 +2 +3 
11. My feelings of acceptability as a sexual partner. -3 -2 -1 0 +1 +2 +3 
12. My enjoyment of my sex life. -3 -2 -1 0 +1 +2 +3 
13. My ability to control what and how much I eat. -3 -2 -1 0 +1 +2 +3 
14. My ability to control my weight. -3 -2 -1 0 +1 +2 +3 
15. My activities for physical exercise -3 -2 -1 0 +1 +2 +3 
16. My willingness to do things that might call attention to my 
appearance 
-3 -2 -1 0 +1 +2 +3 
17. My daily “grooming” activities (i.e. getting dressed and 
physically ready for the day). 
-3 -2 -1 0 +1 +2 +3 
18. How confident I feel in my everyday life. -3 -2 -1 0 +1 +2 +3 
19. How happy I feel in my everyday life. -3 -2 -1 0 +1 +2 +3 
 
(Thomas F. Cash, PhD, 2002) 
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Appendix F 
Exercise Social Support Scale 
 
During a usual week, how much do the people in your family do these things with you?  Place a 
check (√) in a box under each person for your answer. 
 
 Mother Father Brother(s)/Sister(s) 
Take me to play sports 
or exercise L1. Never Sometimes Often L2. Never Sometimes Often L3. Never Sometimes Often 
Exercise with me L4. Never Sometimes Often L5. Never Sometimes Often L6. Never Sometimes Often 
Encourage me to 
exercise or play hard L7. Never Sometimes Often L8. Never Sometimes Often L9. Never Sometimes Often 
Play games/sports 
with me L10. Never Sometimes Often L11. Never Sometimes Often L12. Never Sometimes Often 
Plan family sport 
activities (bike, swim, 
walk, shoot baskets) 
L13. Never Sometimes Often L14. Never Sometimes Often L15. Never Sometimes Often 
Praise me for 
exercising L16. Never Sometimes Often L17. Never Sometimes Often L18. Never Sometimes Often 
Complain about my 
exercising L19. Never Sometimes Often L20. Never Sometimes Often L21. Never Sometimes Often 
 
During a normal week, how much do your friends do these things with you? 
 
 Friends 
Play games/sports with me L22. Never Sometimes Often 
Exercise with me L23. Never Sometimes Often 
Encourage me to exercise or play hard L24. Never Sometimes Often 
Praise me for exercising L25 Never Sometimes Often 
Criticize me for exercising L26. Never Sometimes Often 
 
Scoring Instructions for the Exercise Social Support Scale 
In scoring: 
L1 to L18, L22 to L25 
1 = Never 2 = Sometimes  3 = Often    
 
L19 to L21, L26 are reversed scored 
1 = Often 2 = Sometimes  3 = Never    
 
The total Exercise Social Support Scale Score is the sum of L1 to L18, L22 to L25, and reversed scored 
L19, L20, L21, and L26. 
 
Pender, N., Garcia, A., & Ronis, D. (1995)   
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Appendix G 
Planning for Exercise Scale 
 
Directions: Please think carefully about each statement below and indicate how often you do 
each of the following activities related to exercise (Never, Sometimes, or Often). 
 
1. I plan specific times for exercise or active sports in my weekly schedule. 
Never  Sometimes  Often 
 
2. I lay out my exercise shoes and clothes to remind me to exercise. 
Never  Sometimes  Often  
 
3. I exercise in a specific location or facility. 
Never  Sometimes  Often  
 
4. I keep written records of my exercise activity. 
Never  Sometimes  Often  
 
5. I reward myself for exercising. 
Never  Sometimes  Often  
 
6. I post notes where I can see them to remind me to exercise.  
Never  Sometimes  Often 
 
7. I vary my exercise routine to avoid boredom. 
Never  Sometimes  Often  
 
8. I work towards exercise goals that are progressively more challenging. 
Never  Sometimes  Often  
 
9. I consider exercise so important in my life that I allocate time for it. 
Never  Sometimes  Often  
 
10. I let people know about my commitment to exercise. 
Never  Sometimes  Often  
 
11. I encourage my friends to exercise. 
 Never  Sometimes  Often 
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Scoring instructions for Planning for Exercise as a measure of “Commitment to a Plan of 
Action,” a construct in the Health Promotion Model. 
 
Never = 1 point 
Sometimes  = 2 points 
Often = 3 points 
 
Add up scores across all items and divide by the number of items (11) for a mean score on 
the total instrument. 
 
Pender, N., Garcia, A. & Ronis, D. (1995) 
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Appendix H 
Presidents’ Letters of Support 
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Appendix I 
Permission to Use Instruments 
 
February 16, 2016 
 
 
 
 
 
 
Dear Bobbie, 
  
I thank you for your order of the body‐image assessment(s) indicated below on your invoice. 
  
Your purchase of this individual user's license grants you permission to use the materials in your 
research for a period of 2 years with a total of no more than 1000 administrations (e.g., 1000 
participants completing the assessment on one occasion; 500 participants completing the assessment 
on two occasions; etc.). Materials may not be provided to other researchers for their use. 
Commercial use (for ultimate profit) is prohibited, as it requires a commercial license. 
  
My best wishes in your body‐image research. 
  
Sincerely, 
  
Thomas F. Cash, Ph.D. 
Body‐Images Research Consulting 
Naples, Florida 
email: [body‐images@comcast.net] body‐images@comcast.net 
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